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PREFACE

The recognition of ddole\;ent\ as a separate group having its-own char-
acteristics occurred early in the 1960s. The significance e and impact of this
age gxoup category was not appreciated untll several vears later,

‘

Young ‘people have in many w ays served as’a nationgl tonic: they have
forced morg direct communication bet\\ een individuals, p_'nents, the media,
ahd institutions. Thev hd\(’ also demanded a ‘<howdown where policies
huve appeared to be counter to the interests of the people or the Nation-
At the <ame time, these young people have inherited unresolved social prob-
lem~ to which have been added new' dimensions almost unknown to earlier

. generations, Technology has overtaken the humanities, and in the process
« formal education is no longer a complete answer to the vocational needs
-of the young. These and many other factors have contributed M\e dis-
satisfaction and alienation of vouth in our society. N -

The growing concern for.the health of adolescents is reflected in the
popular and scigntific iterature. Programs for the provision of health care
for adolescents have been initiated under many different auspices. Unfor-
tunately, there are not now enough <ervices and those available are not
alway~ appropriately presented for this vulnerable and sensitive target
population.

, . .

[t is increasingly, difficult to- separate health needs from other socxal
deficits relating to welfare, education, housing, recreation, vocational -
tramning, and delinquency. Human service delivery systems are mterde-
pendent, and one system will cease to be responsive if isolated from the
other strands in the rope. Therefore health services must be offered with
reference to other social systems at both clinical and-administrative levers™
I’l(mnmg for relevant <ervices must be directed at the individual, but the
study of charaeteristies of the group from which the voung person emerges
"may clarify the extent of services required.

The Fedepg

ot adolescen

.

Many pxogrdm\ receiving support from, the Government

provide services sought by voung people. Howev er, these services tehd to °

Be scattered, fragmented, and uncoordinated. By 9trengthemng these pro-
grams, adolescent health care may be improved across the country .

5
This publication presents an overview of adolescent behavxor as rélated
to health, an inventory of adblescent health problems, an outline of services
presently available, and some suggestions for future trends. Adolestent

t

€
Government is increasingly aware of the health problems -
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health difficulties are being encountered at jncreasingly early ages, whi
suggrests that_prev}antive measures and health education should be’initiated -
during the elementary school vears if they are to be effective.

Artwork for the cover has been suppliedﬂthrough the courtesy of Roche
Laboratories, Division of Hoffmann-LaRoche, Inc., Nutley, New Jersey,
Copyright 1974. I am most grateful to Roche Laboratories for thelr r-
mission to use this illustration.

Many colleagues in the Society for Adolescent Medicine and the Ameri-
can Academy of Pediatrics have provided information and advice. I am
particularly appreciative of time spent reviewing the manuscript by:
Dr. Michael Cohen, Montefiore Hospital, New York City; Dr. Adele Hof-
mann and staff, Bellevue Hospital, New York City; Dr. Joseph Rz_m'h\énd
staff, Children’s Hospital, Medical Center, Cincinnati, Ohio; and Dr.
Loraine Henricks, The Door—A Center of Alternatives, New York Cify.
Their interest and support has contributed to development of a broad pic-
ture of the adolescent condition.

+ HILARY E. C. MILLAR, M.D.
. “Chlef Health Services Quality Branch
Divisjon of Clinical Services
R Bureﬁu of Community Health Services"®
: : + Health Services Administration
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INTRODUCTION

The £merican public has become increasingly
awart of adolescents during the .1960‘.\‘ qnd
1970~ These young people, who are no longer
strictly in ch.ldhood buat are not vet adequate-
Iy prepared th, enter the adult world, have
acquired a speeitic wdentity u~ a population
~earching for emotiona and ~ocial maturity on
their own term~ Thi~ phenomenon of apecific
wdentity 1~ not contined to the Un.ted States.
[t 1~ <een i most countrie~ in which the-level
of affluence permits o prolongution of depen-
dent behavor bevond the periwd of puberty. (1)

Estimates by the U.S Bureau of the Census
for 1972 <how that 45 percent of the 209 "mil-
liun pupulation in the Un.ted States were less
than 25 vears of age. Within this category there
were 42 million between te ages of 10 and 19
who could unequivocalls be labeled adolescents.
Projections of present trends indieate that the
number of adoleseents 1n the United States
may reach 54 midlipn by the year 2000.

What are the prospects that high-quality
medical care will be available for America’s
teenugers in the late 1970< and during the rest
of the 20th century? . v

In the 19705 the inner cities have too few
medical practitioners and -many rural areas
have nune at all. Even in communities where
the ratiw of practitioners is more favorable,
adolescents find it aifficult to get adequate
health ecare. Thus, American adolescents—
whether from pour or affluent homes—must bé
considered medically underserved,

The provision of health care for the adoles-
cent sector of the U.S. population has received
only minimal attention for several reasons.
Teenagers have generally been viewed as an
essentially healthy group whose members
make few Jemands on the medical profession.

5

Apart from emergency situations, they usual-

Iv (o not seek care between the time.of the:

last visit to the pediatrician—traditionally
made at 12 vears of age—and adulthdod. Many
health professionals have not established rap-
port with the adolescent patient because they
huve not been adequately prepared to deal
with the problems and complications stemming
from unconventional life stvles. Financial bar-
riers, requ.rements of parental consent, and
other restrictive red tape often discourage

- teenagers from going to a clinic or hospital.

Hisforicallv, teenagers received care in
pediatric settings where they often felt too big
or out of place among much vounger patients.
The alternative was the adult clinit or ward,
where tegnagers were often exposed to sights

“and sounds assoc¢iated with serious illness and

the process of dying. A teenager developed an
even greater sense of 1solation in such an en-
vironment.

The spelial health needs of teenagers gained
recognition in the 1950s. One of the leaders
was Dr. Ruswell Gallagher, a Boston internist,
who drew attention to the medical problems
peculiar to adolescents in his writing and his

:%teach'rng. (2) Dr. Gallagher advocated that

adolescents be given the support and compan-
ionship of their contemporaries at the time
they received health care. Adopting this idea,
several health agencies opened adolescent out-
patient clinics centered around diseases preva-

lent in this age group—rheumatic heart .

disease, diabetes, and chronic nephritis, for ex-
ample. These clinics proved to be highly sue-
cessful.

For the teenager needing hospitaliza‘tion, the

development of an adolescent inpatient unit
seemed a possible answer to the dilemma of

v
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isnlation Such a unit was opened at Children’s,

Hospital 1n Washington, D.C,, under the di-

rection of Dr« Milton Greenbeyg and William
" Burdick m 1957 This was al<o highly <uccess-
ful becauset reduced the emotional mipact of
hospitalization.

Medical centers throughout the United
States <oon fnllmv*ed these pioneer examples
and ehlarged the:r departments of pediatrics
to include special ‘facilities for adolescents.
Hospitgl services also became niore responsive
to the me’(hcdl needs of teenagers.

Initially, inten<e interest in the adolescent
and his health was limited to academic set-
ting< However, ax pediatricians whose train-
mg had included the medical problems of
adolescents entered community practice, they
orfered to <erve teenagers General practi-
tioners, internists, and others gradually ex-
tended services to adolescents.

During the 1950s there was an increasing
awareness of the significance of rapid growth
during #floleseence. Thisq{:(l to a new look at
physiological changes occurring at the end of
childhood and the recognition that an adoles-
cent must be considered at his or her matura-

tional level rather than only at a chronologipal ‘

age.

From 1965 to 1975, the health needs of
adolescents outstripped existing capabilities
both in volume and scope. There is still no sat-
isfactory health care system available in the
United States, and few adolescents are receiv-
ing appropriate or adequate health care.

Even within a single clini¢, school, or health
department, services tend to be highly frag-
mented. Many teenage patients drift through
an organization's resources, leaving a trail of
uninterpreted tests and procedures. It is rare
for all patient information to be coordinated
into the individual _health profile that could
serve as the bgsis for a comprehensive health
care plan.

Failure to recognize the patient as a human
being is particufarly offensive to those in their
teens, who are “almost by definition highly
sensitive to real pr implied infringement of

Aheir rights to individual respect and cqnsid-
eration. A related barrier to quality medical
?r(ﬁa is the reluctance of many adolescents to

ring health, probléms to a practitioner or fa-
cility associated with their parents, which

o~

.
)

might check the independence most are striv-
ing for.

The concept of adolescent medicine has
<hifted from hospital-based care of feenagers
with diagnosed diseases to broader care Qf
usually healthy teenagers in a community set-
ting. This encompasses primary care, large
volumes of health education, and preventive
services,

All youth deserve good, responsive health
care—whether they are black, white, Hispanic,
Indian, or oriental; whether they come from
poor, middle-class, or affluent families: whether
they hive in rural inner-city, suburban, or
small town settings: and whether they are in
school, in the work force, or are unemployed.

More. Qifferent, and appropriately distri-
buted services must be provided if adolescents
are not merely to experience an absence of
dizease, but are to_enjov the benefits of good
health.




CHARACTERISTICS OF ADOLESCENTS ~ ° *

.
.

Why do adulescents appear to have changed so
much in less than a generation? The whole
process of life has a¢quired an accelerated pace
in the last third of the 20th centurv. Instant
communicativn and a technology that outstrips
the human -<ophistication of 1ts benefactors
have caused the social fabric to wear thin.
This 15 apparent .n the family structure. The
multi-generational family umt is rapiudly dis-
appearing, and an increasing number of chil-
dren are living in vne-parent homes, Children
now in their teen, were rarsed in an atmos-
phere of extreme permissiveness and encour-
aged to be amsertive and precocibus. Their
parents were engulfed in a new enlightenment
about all aspects of child rearing. The goal was
creative, happy, well-adjusted children. How-
gver, the rebelliousness and other negative
characteristics that the permissiv eness was re-

‘puted tu prevent have ap_peared with renewed

—

vixigr at the onset of puberty.
1

Many other sociological and environmental .

changes have taken place, including changes in
the school ~¥stem, the high standard of living
achieved by affluent suburban families, the sec-
ond and third generations of inner-city and
fural families subsisting ‘at poverty levels, the
decline of organized religion, and the influénce
of television on the child who Has watched

15, 090 hours by age 15. All these and more *

have had.a direct impact on the adolescent.
' The characteristics of teenagers predispose
them to a range of experiences, including ex-
perimentation with drui{s, pregnancy, venereal
disease, and unprecedented emotiofial disor-
ders. >

Adolescents are far from bemg a homo-
geneous group. Reglonal, ethnic, cultural, and
econumic influepces produce many different
kinds of ad?zscent behavior. There are, how-

[Kc \J
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" ,ever, common threads that bind young people
" together into what 15 frequently« labeled a
separate subculture. Fyr example, the inner
drive. for freedom and. :ndepepdence is essen-
tially-the same for all adolescents, even if'thgeir
achievements and frustrations appear to fol-
low different patterns. '

Young people 1n the 1970s are exposed to a

' technologically oriented society in which the

scale of human values is constantly chahging.

Their subscript.on tb common values varies

mainly in degree. These values are related to

Burlingame’s classic description of the dynam-
ics of adolescence:

® Discontinuity with other generaiiiojns is nur-,
tured, and links with tradition are severed.
The prevailing attitudes stress an antipathy®
between the adolescents and adults.

® The peer group relatlohshlp is prized over
all other associations.

® Symbols or hallmarks of “the group Jave
universal acceptance, ag is apparent in the
adolescents’ langt&‘age, dreéss, approved music,.
and visual art forms.

®. A critical, rebellious posture is developed
Foward established social systerns, (3)

The Normal Teenager

American society has identified adolescence as
" a period of friction, change, and Yroblems.

Normal adolescence has not been defined fur<.

ther, except as the transition to adulthood.,

Adolescence is often marked by undue dis--
ruption ir the lives of closely related adults,
as well as in the lives of young people'them-
selves. . To a large degree, teenagers function

°
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cand the man,
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within the imite of thmr Parents” expegtations,
“uthoneh there may

SASEEEN

Lavee nombers of peaple come through ado-
wighont overt problems and achieve
what their parents desire - for
we do not know hpw many there are in
this rroup  (Perhaps these <eenungly well- ad-
visted wlolescents undergo the <ame inner tm-
matl as thenr muore rebellious peers, bat are
to ereater controls from both within
and without in the repre~sion of disturbing
attitudes and action ) ’

Serentine hterature and popular literature
contein Little mfornqation about the teenagers
who make « smooth tran<ition ito adult life.
In<tead, v aluble dita seem to detai] the nega-
e aspects of the adoleseent phase of Life and
remtforee this reputat on with many examples.
Complicating the t'Iluln;{_}' v a normaul teenager
the fact that <ocral behavior is changing

rapmtly what may have been taboo 5 years
ago has become .LC(optable thx\ vear.

One reason for the lack of mformation about
normal teenagers may be the absence in our
Adalture of an accepted ceremony \\thn’ a clear
lme of femarcation 15 drawn begween the boy
the girl and the woman. Mar-
garet Meade ha< described the series of cere-
momal events an other cultures, most vvidly
m GraWine up in Samon

Samoans e In o fixed society where as
children thev know precisely what they will
luter ey en i“ fine details of speech and
dre~< But*thiv b a closed society with no op-.
tions for adolescdnts and no oppertunities for
ereativity or adtancement. It s enormotusly
xulnmahln to nutside mﬂuen(‘vs of destruction

vavnu-
Mot e
them ,

oy Ir ~~

~uhyect

IR

}N‘.

‘dnd d ffu<ion .

~

RIC

In"North America, symbolic substitutes an-
npunce maturity, but these tend to be super-
fieral and neonwstent For some, .the success-
ful outcome of @ driving test and ucquisitio’n
of car kevs 15 a mark of heing grown up. For
otbers, the achievement of sexual intercourse
serves as the point when childhood is left be-
hind  These acts are not vpenly accepbed as

status svmbols of maturity by our qouet( how-

eLver

The world of comnierce has capitahized o
fhe feenmpe manket, producing suecessive gim-
nircks to r:xpturu pocket money: Slogan Ta

!

. * . -

w repeated testing of these

L>§p,e(hutrlcs

11 x |

shirts, suggestive patches, deliberately torn
and patched ctothing, posters,” comie books,
records, vach vving to outdo the last, point .to
“the extremes The potential buying power of
teenagers 1s a key i much national advertis-
mg Worldwide veonomie FeCessIon may 1mpose
ditferent value< on the. \mlm: and old alike. (4)
s Muny yvoung people display energy, enthu:
stasm, vitahity, and wealism.” Increasing num-
bers of them are commutted to the helping pro-
fession-. They support with zeal the challenge
to preserve the ecology. Young men and
women, exercisigg their constitutional rights
to free speech, led the efforts to end the Viet-
nam War, )

Dr. Louis L. Fine, ass <tant professor of
@t the University of Colorado Med:-
cal Center at Denver, “Adolescence rep-
resent~ a developmental contimuum  between
childhood and adulthood  Assessment of an
adolescent’s~behavior van be hased upon his
effort< 1n Acu)mpll\hmg (h\tl»pnuntdl tasks
and his functioning relative to hjs .stage of
«le\elopment—cnl\ adolescence and the cast-
ing oftf of childhoud =middle adolescence with
Jthe teenage-subeulture; or late zuloloscence and
the eatablishment of adult values. One should
be aware of the conflicts and complications
which may arise in cach ~tage of development,
and routinely evaluate the adolescent’s fune-
stioning within  his® family, peer group and
\'(‘}y')o'l situation ¥ Assessing (pehavior in this
frame of reference enables the physician to
di rlcrentmtc sariations of normal development
and behavior from pathological \tdte in his
adole\(ent pagjents.” (5)

All adolescents must at some time resolve,
~ttuations related-to: )

~dVs,

-

for self-

N

® Self-image, identity, and desire
esteem.

® JAcceptance of ¢change within themselves?®

® Struggle to attain ihdependonce.

® Relationship with peers.

® Relationship with the opposite sex.

® Cogmitive and vocational achievement.

® Ability to control moods of depre.\"sion and
desires to act out.(6) 7.

A survey . in which teenagers were asked to
idgntify their own personal problems ‘was con-
ductyd by Juck J. Sternlieb and Louis Munan at
the Wniversity of Sherbrooke, Quebee, Canada.
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were mentioned most  fres
quently, by 301 pvm'vni of the teendyers re-
sponding, fanuly problems were ated hy 209
percent (See table 1)

lhx Te may be a marked negatis sm prey Alvnt

School problems

_ceptance of what teenagers pertgive- as the

kY
mores of theis pdlom\ generation. Frequent-
Iy thisleads to a CdlLUIdL&d act of rejectiorr and-

- defiance. . ‘

The changes, of udulescence are not r"eally

storm centers of’ chad®
seem, but rather are the
which there is the posal

pt r~onal ~nvnt Hl[l]} utitside the chosen -
(llr; o An youngsters
clect to lée thewmamstream of life, at leust
temporarily .
The generation gap i Lupt \np( ‘n bv,the aim-
les<ness that i~ ~o often a purt of the hehavioral :

1nmm~1m: number  of

and turmoil that they
normal crises through
bility for growth.(7)

[}

v

umform -of the votng  Many teenagers con-  The Maturation Process
sider 1t unaceeptable to plan for a future. a R . .
Wreer, tor o eten o weekend  The refuen] fo Youngsters mature at différent ages and at dif-

Sormeidlate o Life ferent rates,

mental characteristies.

plan or to fallow th]‘ull;:.h on
~ part ot the total lack of

\a

1

RN TI LIVEN

RIS

¢

[y

Fable 1 —Identmcat»on of the most important personal probaem of youth (Survey of 15- to

fark ) Sterrlieb and Lows Munan,
~ ~ "

"A survey of health problems practices and needs of youth,”
R i

Fach stage has its typreal develop-
Adolescents no sooner

a

21- year -olds 1n Sherbrooke

Y

N Quebec, Canada) .
. : - \ R
' Nomber-of Respondente aitn Problem. and Percent with Problems
Total af 0o column heading .
\ o 1 Risp ,nrderey Ny ' .
. B N L Rerart Secondar Workers Jr College University , Trainees
L Sthools © 02D in 1621 in 06 tn 78)
R ng 7441 6\ ¢ - .
schcol 401 . 322 16 32 20 n
-~ 301, 43 37, T 72% ! 97 15.89% 149,
“Fapily 278 . ‘58 . 347 9 13
2099," % 26 29, N 20.9% 7.1% 179
Sex - 220 . 122, 29 28 16" . 25 .
.Y 1686, 16,40, 1319 ' 17.3% 12.69% ° 329,
. < : \ .
- Reuwsious ST -*125 36 1% . 19
" ) 162, 16 8%, .7 16 3% 4 13 4%‘5 249,
- - < -
Communicitinn - 178 106 36 ° 12 -, 9
tadult) . 1344, 13.79% 16.3% 9 3% 9.5%, 129/
. R Y e
Psycholc oical . 160 .80 .16 . * 30 22 - ‘12
. - 120, ‘1079, 7.29, 18 5% 17.49, 159,
] - ’ .
~OWORR daptate o © 159 87, ~ 28 . s ) {2 19 13
T ‘ 119% 11.7% 12.7% , 739 15.0% 17%.
Comniurhication \112 63 20 . 12 7 - 6 -
fadolescent) .8 40/, 8.5% 9.0%, 7.4% 4.7% ° 1494
1 - ~ - - . - — — —— -
Drug: - 92! - 57 1’ 8 .5 o
. - 699, 7 7% 50% . 4.9% 33%. 14¢/,
~ - L -— —.——— — - —— t—*— ———
Alcchel ' 91 | 45 - 16 .9 - 7 - 14
680+ 6.0% 7.2% . - 55%° 5.5% 18%
Others - s 27 e 6, 4« . 8
o B 38% 3.6% 279 & 379, 319, - 10%
¢ Abaol Lte ang percent o ,t;-olltxon by ;Iass of respondent - \ 4 - "
y ~ .
LS e ) Pediatrics, Feb 1972.
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Sdata available,

!»uumv ufed 1o Bne «
oer to contend with

‘hanve than there is an-
Fach ¢hange ean be a

learnimg evperiense and can eventually enhance,

the voungster's.resourcetulness ()

To make o distinetion between puberty and
mlulwunw we can-detine poborty as the pure-
l_\ oological stave of \(}ual development at

which 1t i~ Ixr\".ofm“mlv to bear or beget chil-
dren, and odv'cvoo e as the period when so-

craly psychological, and cognitive maturation
takes place  Adolescent manifestations may

<tart at or hefore puberty and extend bevond
the cympletion of physical maturity
Puberty mu~t occeur about 1 or 11, _\'u:n'\' be-
fore u child can suceesstally enter adolescence
Theretore, late
al dithendtes not encountered

AJ »
speciiie set

by thosguwho de-

Lloomers have a
velop at an averaee rate
P el P Hedld, University: Howpital, De-
partment of Pediatiics, Daltimore, Mary land,
states, “Aidolescence 1< churacterized by inter-
related rapid bology change, not only by in-
creased body mas-, but alse by changds i size,
~hape, und eompo~ition, the rapid maturation
of the ponads 15 accompanied by changes in
the  seeondary characteristics. Prior to
thlulv:t t‘llt(;‘ at about the vlL;'hth vear, b(‘)_\'s and
girls are quite simular, although bodv eorgpo-
sition and reproductive organs differ. After
addlescence, the two sexes are markedly dif-
ferent in terms of !aglthn'oponlc,tx"ic measure-
ments and body composition.
“Fur the pust ‘half century
have

LSRN

mvestipators
been
changes that oceur during adolescence. Sequen-
tial br longitudinal data characterizing  the
sequente of these changes in bovs and girls
~omewhat Nimated, but from longitudinal
it 1~ possible, with some de-
gree of precision, to characterize the adoles-
cent spurt

“The general character of human growth 1<
one  of deercasing velocity, begmning  inmea
dhately wfter Wifth and changing sigmificantly

dare

only during adolescence when the veloeity "of

growth seems to imerease suddenly, A rapid
ris¢ in hegrht and weight characterizes the
adolescent grrowth irt Growth imerements
are ~smaller 1w an in boys and oecur ap-
pxu\inmhl\ 2 vears earlier 7 (9)

Growth i rements were first (stdl)ll\h(‘(l by

Dro . M Tanner. profes<or of child health
\
P

4

attempting to characterize physcal *

.

-

and growth at, the University of Lomf()n. He
tound that during the vear of masimal growth,
the growth rate for boys ranges from 7 to 12
cmowith a S em average and the rate for gigls,
from b to 1T em wath an 8-k em average. (10)

When huody mm\uunwnt\ were related
11('3,510(' of nmtlnlt} a4 ¢hld had acquired,
were found to be more nmreanmingful than when
constdered 1 relation tp chronological age
alone, Charts that show }«le\ clopmental levels
thriheh the recording oftserial measurements
were helpful m dssessimg maturity and pre-
dicting patterns of growth. But it was later
found.that standard charts did not allow for
variables of sex. race. or economic differences.

A maturity ratimg syvstem was devised and
<ubsequently vahidated by Dr. W, W, Gruelieh,
currenthy on the ~taff the Department of
Anatomy at Stanford University. Tanner added
preciston to the evaluation by citing varia-
tionsn the normal pattern of pubertal changes
for both boys and girls.(11) Physicians caring
for adoleseents frequently utilize the eriteria
of Tanner to elassify maturity stages. (See
table 2.) «

The niaturafic ‘of fhe sex organs is of ex-
treme importance. In girls, breast budding oec-
curs almost concurrently with the appearance
of pubie hair. The average development of
Luth these secondary sex characteristics is
completed in 3 vegrs. . s

The onset of meRstruation may occur at any
time after the growth spurt, from 9 to 17 yvears
of age. Statistically, if a mirl has not_reached
thes menarche by 131, vears, she can be con-
adered as significantly delayed for onset of
puberty. (12)

Pubertal changes i boys also follow estab-
lished pgatterns Enbargement of their external
pemitalia has served as the criterion for estab-
lishing not only the onset of puberty but also
the classification of the degree of pubertal de-
velopment. Ninety-five percent of boys begin
to develop somewhere between 91, and 1515
vears, with adult stages of genital development
occurring within the next 3 to 5 years. _

Peak prowth velocity in height occurs 2
vears later in boys than in girls, Knowledge of
prak growth wveloeity is usefdl 1 predicting
the skquence of pubertal events. Secondary
seanual churacteristies are helpful 1n the de-
termination of the onset of puberty.

o the |
they’
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. Tabie 2.—Tanner pubertal sfages

. ) & . . + .
Boys Gemital Development - .
Stae 1 Pre adalescen Testes, scrotum ‘and penis are about t'he same size and proport|o?1 as in early chfldhood
Stare 2 Scrotum and testes are enlarged Skin of scrotum reddened and changed in texture Little or no enlarge-
ment .of penis is present at this stage A
Stage 3 Penis 1s shightly en'arged, which occurs at first mainly in length Testes and scrotum are further enlarged
Stare 1 Increased size of penis, with growth in*breadth and develcpment of glands is present Testes and scrotum
" larger scrotal skin darker than in earlier stages
Stage 5 Genitaha adult in size and shape. - *
Girls  Breas: Development )

&

Stage 1
Sta-e 2

Pre adolescent Elevatidn of papiila only '
Breast bud stave Elevation of breast and papilla as small moung Enlargement of areola didmeter. .
Stage 3- Further enlarrement and elévation of breast and areola, with no ceparation of their contours
. Stace 4 Projection of areola and papilla to form a secondary mound above the level of the breast
Stave § Mature stage Projection of papilla only. due to recession of the areola to the general contour of the breast

Both Sexes Pubic Hair ¢

Sty-e 1
1€ no pubic hair
Stage 2
or along labia

Pre 37~lescent The vellus over the pubes is no* further developed than that over the abdominal wall
Sparse crowth of long, shightly pigmented downy hair. straight or curled, chiefly at the base of the penis

coarser and more curled The hair spreads sparsely over the junction of the pubes.

No spread to the

Adult 1n quantity and type with distribution of the horizontal (or classically ‘feminine’) pattekn. Spread to

medial surface of thighs but not up linea alba or elsewhere above the base of the inverse triangle.

t

Stage 3" Considerably darker,
Stage 4 Hair now aduit In type. but area covered s still considerably smaller than In
medial surface of thighs 4 *
Stage 5
Stage 6 Spread up linea aiba
Sourre J M Tanprer

Philartelphia W B Sa niers Co
)t p 785% Nuv 1973

¢

1967
I .

There are discrepancies in the way that the‘
relative stage of maturation is determined folr'
boys and girls In the male. primary sexual
characteristics, such as increases in testicular
size, can be measured; in the female, however,
direct ovarian assessment 1< ithpossible, so sec-
ondary sexual characteristies, such as breast
development, must be used. . "

Maximum rate of growth in boys is achieved
by 14.1 years In contrast to girls, who achieve
their maximal height early in genital develop-
ment, mea usuadly attain their height when
their genitaha are aquite well developed. Voice
change in the male is a gradual process, and
at present cannot bhe usgd as an index of any
one particular stage of development,

Dr. William Daniel, professor of pediatrics,
Medical College of Alabama, points out, “Judg-
ing from available longitud:nal and cross-sec-

tional information, <ecular growth changes
Q N

\

cited in “The approach'to the adolescent patient

Grofth and endncrinnlogy of the adolescent EF’—H\OB,me andGenetic Disedses of Childhood, L1 Gardner. ed .

The Pediatric Chnics of North America,

during the past 100 years have been most in-
teresting. During this period almost every suc-
cessive generation has been taller, averaging a
l-inch gain in height every 30 years or so.
Menarche has been. occurring earlier; has
changed from an average age of onset o& 17
years to the present age 12-in the United
States. Enviro\n\ment has had much to do with
this change, but many writers believe it is not
the sole reason. At present, it seems as if the
trend has reached its zenith with well-nour-
ished children who have received géod medical
and enyironmental care.” (13)




Demographic Data—i2-1ﬁear\(_)lds as Percentage of U.S. Population: 1970

Total
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Black
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Male———~
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r: 151%‘1 '

[ei%

| 15.7%% |
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| 16.1% - |
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Demographic Data— Race, Sex, and Residence of 12-19 Year Olds:

Residence

Total— ——
White— — --———

Black

\\Wer——

’

A

100%

"\ 1 13.0%

Biack Other1.4%

Y, 49.3% A

7

Female

Urban
N

—

Centrat Cities Urban Fringe

N

.295%

20%

Rest of Urban Rural
ST 27.8%

{
f 25 5%

> 205%

et 28.7%

[

|11.2% L2 217%

18.4% _

?E, g@ 29.0%

Source Maternal and Chitd Health Study Project, MSRI,
Using Data from 1970 U S Census
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Suicide Rates’Among 15-19 Year Olds: 1960-69
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Percentage of 12-19 Year Olds Using Alcohol and Tobacco: 1972
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. S IR T ~?:§w$‘
Alcohol — é}w 5‘35 Xﬁ;,fjm@%
‘ ’ s
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obacco ieciBiaiy
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X .
Percentage of 12-17 Year Olds Who Have Ever Used Marijuana.and Other Drugs: 1972
N

ERIC -

Aruitoxt provided by Eic:
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Mgg 3
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: , 7
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H Q
ro?’me i 1.5% ..
, Lo
e
Heroin 6%
\
Source Maternal and Child Health Project, MSRI
Using Data from National Commission on Marijuana and Drug Abuse
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1956-74

Reported Venereal Diseases Among 15-19 Year Olds
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HEALTH NEEDS OF ADOLESCENTS

Susceptibility of adolescents to infections, acei-
dents, "and other ills does not differ 'widely,
from that of other members of their families.
Becalise of their rapidly c\pamhng ph)Slque
and changing metabolic status, however, ado-
lescents have some special health’ needs thut
are not shared with other age groups. (See
table 3.) \ , v .

5o/ma Health Program Components for
Adolescents

v

Primary Health Care

The'teenager requires easy access to facilities
where primary health care is available. It is
important that every teenager make contact-
" with u reliable health resource. He or she may
need »ervices, medications, and counseling as-,
suciated with physical changes, as w ell as sup-

port in learning about the cause of a specific

condition, ‘the nature of the treatment, the
prognusis, and wayvs to avoid a recurrence.
For instance, when a severe flareup of pus-
tulur acne occurs in a 16-year-old boy, it is un-
sightly, painful, and embarrassing. This pa-
tient needs reassurance almost as much as he
neéds medication. The physician should treat
this teenager as an ally in a joint effort to
control the problem, explaining its cause and
its prevalence among adolescents. Together
they should discuss the rationale for the choice
of prescribed medications and how to use them.
When the acute phase has subsided, a full
regime related to skin and scalp hygiene, diet,
and exercise can be planned to prevent or re-
duce scar’ formation and cystic lesions. En-
couragin(‘g/infurmation should be given about

v

dermabrasive treatment and other cosmetic
procedures that can minimize complications.
The result for Me adolescent should be not
only dermatological improvement but restora-
tion of self-confidence. (14)

Olesity is another common problem in teen-
agers of both sexes. Althozfgh To significant
mortality or medical n}orbidity is attributable
to obesity during the adolescent years, there
are reasons for concern about overweight teen-
agers. The obesity acquired in youth is par-
ticularly resistgnt to treatment.

It has been showp that .apprgximately 80
percent of obese youngsters remam overweight

adults. Excessive weight becomes an addi-

A tional handicap for those who suffer from

cardiovascular, pulmonary or metabolic condi-
tions. \

There is a natural increase of body fat in
late childhood and early adolescence. 'In girls,
this deposition of fat continues until.the 16th
or 17th year when it starts to disappear. Boys,
on the other hand, become leaneg during the
growth spurt and sexual maturation, and their
body fat actually decreases in the la;.te teens.

Being overweight causes difficulties for the
adolescent in social and emotional adjustment.
The obese teenager is self-conscious and qften
feels unacceptable to peers of either sex. This
causes a withdrawal from activities and the
young person is inclined to -eat more high-
calorie food to obtain solace from social exclu-~
§ion, which may be real or imagined.

It is advisable to approach the management.
of obesity in adolescence through a combin
tion program ogq moderate diet and exercisp.
Rigidr restrictions of food and drastic wei
recduction are to be discouraged because




high zalorie iqtakes If dietary restriction 15 « smoking, contraception, pregnancy, and vene- '

prolonged, there w:ll be cessation of* erow th
(15) ’ .

A family history of obesity suggests eating
‘patterns that are firmly entrenched. Psycho-
logical factors may be secondary rather than
primary..

T Motivation for losing weight iz difficult to
achieve. Group counseling and activities with
other uverweight teenagers that emphasize
good  gmyoming, swatching the mirror as a
shmmer <ilhouette emerge~, food selection and
preparation may be acceptable vehicles for
therupy Goals should not be overly ambitious:
~omet nies maintaining the <anie \welght is a
satstactory target for an overweight teenager.

Adibtional health problems of the teen vears -

o Dude wllerries, respiratory and other infee-
s, payehosomatic conditions, accendents,
menstrnal deorders, diabetes, deftal cariés,
ermntional dosorders, drug abuse, aleohol abuse,

.

¢

real disease. Most of these conditions are like-
1y to be accompanied by some emotior}alwx}\'er—
iy ¢hat the physician or physician extender
should te prepared to recognize and as<ess, (16)

2

__Preventive Health Care -
Preventive health care is the goal toward which
all health programs should strive. Preventiwe
care for teenagers includes regular physial
exanunations, maintefance of immunizations,
and counzeling on nutrition, .:'exuali'ty, tontra-
ceptian, drug abuse, and other concerns. The
encounter during a health breakdown or other
contact <hould be used as an opportunity to
make a complete health evaluation of the teen-
ager. Then the process of educating the youn
persen to become interested in the body and
itz functions should begin, as the adolescent is
;{;\'on 1'nfurmat10n about hi< or her own health

N
~ k4

Table 3 —ldentification of health problems of, youth (Survey of 15- to 21-year-olds in Sherbrooke, Quebec, Canada)

- . e

X
. Total
and

Percent
‘n=1 346

He3ith pron emy

393
29 29,

366
27 2%,

135
100%

246

Denthl
Menstrual groblems

Acpe

1
Health worries 121
N . 90¢,

120
8.99

Hea \aches

-
59%
10
07%

104
77%

Venereal disease

Other

' Abso'ite and percent distribution by sex

50 rre jark ) Sternlieb and® Lours Munan, "A survey of health problems, practices, and needs of youth, Pediatrits,

ERI
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tltus. Even after ¢ specitiec condition has been
colrected, the lealth program stafl should keep
i touch with the patient to make sure that
he remains healthy., When o defect cannot be
entirel} corrected, ¢ woud health program may
hpreven,t the development of .‘\‘econdary handi-
capping conditions.
Young people often need informal support

to adjust to normal adolescent reactions. The

new ghyyical appearance, sudden mood swings,
and )IGH(KQU ambivalence are changes that not
sonly  confusé~the, adolescent but harrass his
parents. Lack of <ensitivity to these adolescent
manifestations may preclude understanding
between the health professional and patient.
By establishing a positive relationship with an
adolescent, the physictan, nurse, or other
health worker may give confidence, promote a

stronger self-image, and encourage continuedk
li

u~e of the health facility.

Screening

Screening  for certain prevalent conditions
through specific tests that determine the pres-
ence or*absence of pathology in_healthy indi-
viduals may be a part of a preventive adoles-
cent health program. IFor adolescents,. screen-

ing should include tests for hypert(:g%';on, kid-
hemoglo- -

nev disease, sickle cell. and othe
binopathies, scoliosis, tuberculosis, visual de-
fects, hearing los<, venereal disease, and ab-
normal cervical cytology. Such tests are given
at age~ where the vield of positive cases will’be
mo~t productive and cost-effective,

The rea~on for screening should always be
e\pldmed, s0 that voung people understand the
impogtance of preventive health services.

Health Education

Preventive healthwecare will not be"'complete
without a relevant health education program.
This may take place in the school system or
in associationwith a health car€ facility in the
commumty. ‘&roup discussions and audio-
visual materials on relevant topics have be-
come effective touls fur education, but the
youny person’s individual contacts with health
professionals oriented toward prevention are

probably of greater value. A good umzit-‘
ing time at the c<linic can be” made thrgugh

educational prugrams. They have the added
L*N

\ lescents to redch their p ial physical de-

advantage of makinir the medical contact a
pusitive experiencde and thus encouragmg teen-
agers to make return visits.

Involvement of parents in health education
ZIoups serves many useful purposes.

Physical Education

The importance of good physique, apart from
athletic aptitude, has been played down in
most U.S. schools. Rather than meeting the .
need of all students for regular physical- exer-
cise, most school efforts in training and coach-
\\Lng are directed to the achievement of excel-
l&u;e for the 5 percent who are athletes. These AN
programs provide little more than spectator
activity for the rémaining 95 percent. Routine
school eXercise programs are of nominal value.
Emphasis on a graduated sports and exer-
cise program in all schools wffuld enable ado-

' yelopment and to- establish practices that
foster tifelong good health.

Conditions of Special Concern to
Adolescents - V
- ; H
The alleged vices of the teenage p’opup’iation
have attracted much -publicity. Sexual activity,
substance dependency and emotional disorders, -
and VaI‘IOUb other forms of alienating behav1or
associated with this age group are of concern to
parents, health practitioners, and teenagers
alike. s
“Conditions of special coniern to adolescents”
have been separated from other health needs
to allow fuller consideration of these ‘prob-
lems. However, in the actu?l practice of medi-
¢tne, no suchgdistinction should be -made. It is
essential tha discrimination be shown be-
tween qernng a teenager's straightforward
health needs and those involving social be-
havior. Staff members working with young peo-
ple should view any call for services without
differentiation, and should respond to the situa-
tion without prejudice or judgmental attitudes.
Seryices for medical illnesses should be in-
tegrated with social serwices, and the young
person should not be made to feel inferior be-
cause of his physical or emotional state. Staff
members can make clear to ‘the recipient‘ of

16§‘3 o



care that all his concerns are important, re-
gardless of the nature of the problem.(17)

.

Sexual Activity

Sexual freedom in the seventies has brought a
greater acceptance of human sexual expres-
ston, often accompanied by nadequate under-
standing of the implications and results. So-

clety appears to have lost a <ense of direction”

ahout the driving life force of $ex. The concept
thuat power, succeas, and popularity must be
equated with <ex hus been exaggerated by tele-
Vision, movies, and novels [t 12 not surprising
that voung people are ~ometimes confused
about their sexual roles and the appropriate
direction for their sexual drives,

Studies by Kinsev, Chrostensen and Gregy,
Hickey and Nass, Bell and Chaskes, and others
have provided documentation on the <exual
“revolution ” Whether or not an actual revolu-
tion has oceurred, sexual discussion and sexual
activities are more operf than in earlier dec-
ades. There 15 evidence that the first episode
of co.tus among girls ix thking place at an
earlier age, although there has probably been
little change in the age for bov«.(18) -

The central health 1ssue 1~ not necessarily
the mcidence of <exual activity among teen-
ager~, but 1t~ consequences—rising numbers
of teenage pregnancies, VD, and abortions
performed on very voung girls. Under these
c.reumstuances, health  authorities,
~chool adgunistraturs, parents, or church
leaders—must provide guidance and basic
sexual mtformation for teenagers, particularly
young teenagers, 1f the undesired pregnancies
are to be prevented and V) 1~ to be controlled.
Just as important, educational guidance is es-
sent'al to the development of a mature adult
role and a respon~ifle attitude toward sexual
behavior,

~omeole

Teenage Pregnancies

JTwo out of thirteen first births in the United
States are to girls who are ~o voung that they
are biologically “at risk” in childbearing.~In
1973, a total of 616,957 girls under 19 years
of age gave birth. (Of these, 604,096 were be-
tween lS)md 19 vears of age and. 12,861 were
nnder There were 299 second

’

15 vears of age

' 20-24

or later births among mothers under 15, and
parity, was not reported for 1,150 other
mothers 1n this age group.

The 1973 birth rate was 59.7 per 1,000 for
girls 15 to 19 and 1.3 per 1,000 for girls under
15. These rates reflect an 8 pexcent increase
In the number of births to girls unde 15 be-

tween 1972 and 1973, although all - othgr age

groups of women showed 4 decrez‘se during
this period. The birth rat{g for the 52 to 19-
vear-old group declined né rlv 4 percent from
1972 to 1973.

In the United States, the average ‘age of
menarche s 12.5 vears, and girls’ average age
for complete physical maturity 1s several vears
later. Girls are at increased risk ¢ewologically
and emotionally 1f pregnancy occurs before.
they u)r%plete their own physical growth. (19)

Neonatal, postnatal, and infant mortality
rates are much higher for infants born to very
voung mothers. Statisties showed that fqr in-
fants of mothers under 15 years of age in New
York City in .1968, mortality was 107.3 per
1,000 live births, compared with 21.5 per 1,000
live births in the 20- to 24-vear-old age bracket.
For infants of mothers under 15, 20 percent
weighed less than 2,500 grams at birth com-
pared to 9.7 percent of those born to the 20-
to 24-vear-old group. (See table 4.)

Studies show that pregnant adolescents have
higher rates for toxemia, prolonged labor,
premature delivery, pelvic disproportion, and
cesarean section than moré mature women,
and therefore require more 1ntensive maternity

care.

age of

Table 4.—Infant mortatity in New York City,
mother: 1968

. - - il ot

" Rate per 1000

Age of mother _hve births

Under 15 438 47 107 3
15-17 6.334 185 29.2
18-19 12,376 355 28.7
48,575 1,046 21.5
41,767 761 182
20,399 415 ,20.3
35-39 - 9,410 207 22.0
Over 39 2,589 26.7
Not stated 32

TOTAL 141,920 , 23.1

Y . - e e

Live births  Infant deaths

25-29
30-34 T

* Includes 50 infants born outside New York Cl‘t} -
Source New YorksCity Department of Health |

ha
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Muany pregnant girls are classitied a~ high
riskThecause of aocial situations that eXPose
‘them to a wide range of additional health and
mental health pro blems Efforts tv mimniize
these <ocial condition~ and to maintain educa-
tional continuity must alsv be considered 1n
the management of teenage pregnancy. Ideally,

suttable health care <hould be combined witke®

academic programs to prevent the loss of a
<chnol or permanent dropping out of
school.

vear

Ava lable family planning services should be -

accepted and used by the sexually active teen-
age girl If a test for prcgnmC\ becomes nec-
essary, the girl <hould be referred for family
planning or prenatal care as indjcated by the
result< Same young women mayv wish to receive
counseling about abortion services, depending
on mdividual circumstances.

Venereal Disease . ,

. There has been a4 marked increase in venereal

disease—evidence that the freedom from preg-
nancy provided by the pill4§ not accompanied
by freedam from infection.

The mcidence of gun6rrhea-has reached
epidemic proportions among teenayers.
condition is usually reported Ly the
15 experiencing *painful <ymptoms.
“silent” gonorrhea in mules has incregh
10 percent of reported cuses, which indicates
the need for ‘screening in the sexually active
male.

The frequent absence of ‘primary symptoms
in females allows the disease to,go unnoticed

unt.l <erivus complication~ &N estimated
17 percent of women treated gonorrhea ini-

tially present with mlpmgltls The absence of

a sernlogical test for gunorrhed makes diag-

nosis in women impossible without a cervma]
smear and culture. (20)

Although the incidence o ’syp\hllis appears
to have ~tabilized for the p(inuf}a/tion at large,
the” incidence for adolescents continues to in-
crease The'Treponema pallidim that is pres-
ent in the United States is less sensitive to
penicillin than that found in Europe, and

therefore higher doses of penicillin are re- ,

quired for adequate treatment. '
The increased incidence of qther sexually
transmitted diseases appears to be related to

s

‘ the increase 1n sexual 9¢tivity among teenagers.

Infections with Trichomonas vaginalis and
Cgudida albicans are now yery 'common. Al-
though they are not usually considered as seri-
ous verereal diseases as syphilis and gonorrhea,
these conditions cause discomfort and worry to
muany young people. They will not normally
come to light except under specific examination
or direct questioning, so it is important to
-screen for these infections in routine physiecal
examinations of adolescents as well as m family
planning and venereal disease programs.
The followup of contacts after diagnosjg of
a venereal disease requires open discussion
with the adolescent who has a known infection.
Uxsually, adolescents are eager to protect their
friends from illness and willingly cooperate to
prevent further spread of their infection if
their own identities are kept confidential.

" Drugs

The use of psychoactive drugs has taken on a
symbolic significance in the youth culture.
Many explanations for the use of drugs have
been given by teef}agers, frefit naive experi-
mentatior to escapism, open rebellion against
society, and pursuit of new meanings of human
existence. The legal status of drug use is under
debate in the United States, andja few States
modified their laws in the 1970s. The long-
term medical effects of marijuana have not
been conc]usxv&Lz established. (21)

Drug usage may be increasing among very
young adolescents. While drugs are still widé-
ly 48ed by older adolescents, there is now evi-
dence of a decrease in the use of hard drugs.
Aleohal appears to be replacing hard drugs in
many areas, partly because, alcohol is more
readily available and less expensive. Drs. Iris
Litt and Michael Cohen of Montefiore Hogpital
in New York City summarize their findings
about this reversal ¢f the trend in these words:

“Although these data would suggest a dis-
tinct decwease in the misuse of opiates by ur-
ban adolescents, the continuing abuse. of other
agents by this populatioh remains a major
health problem.”(22) e
.-.Rehabilitation of drug addicts is expensive,
and there is & high rate of recidivism. A few
facilities conduct programs specifically for
adolesgents, with varying results.
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Preventive programs developed with theco-
operdtion of young people themselves appear

ty b the 4R hopetful avenue of combuatiing o

drog abuse and wldietion * :
7. '
~ L -
Alcohol
-, . .
Dr Morris . Cha@z. former director of the
National Institute m/;xl(nhul Abuse and Alco-

holi~sm., has called ajéohol the 1ﬁo<t abused drug .

in the United States i the mid-1970s. In an
article entitled "Adolescent Drinking and Pa-
rental Respon=ibility,” Dr. Chafetz points gut
that aleohol 15 availuble i nearly every home
In America )
‘The human and <ocial de~truction relZ?ed to
" aleohn] meludes 9 milJion  algbholic
Americans, half of the nation's tratiic fatah-
ies, half of t.v)nmwul;v\. one-thigd of the
strerdes, and~F Mulhon plrrests for public
drunkenness each year
“All of the igms amd ~ymstics over-the past
couple of years have pomted to the fact that
the ~witeh os on among young people—from a
wide range of other drugs to the rp()\t devas-
tating drug of all: al(ohol Pr. Chafetz re-
ported He cited many examples *
~ Young people are being arrested<for pub-
.11( drunhenness i large numbers (md a
ages \lwhulln
teenalrers are ~pringing up ‘m)und the cou

abuse

where there were none befoge 1970. . 7 The
Lus Angeles Times I‘L‘pt)lt.\/(?: 11-year-old bLoy.

cel )b_rutirfg his first birthday with AA—one
yvedar of sobriets. . Pup wine sales to youth-
ful (hml\el\ ave 1‘%(1&1\0(1 10-fold in the past
I vears And alcoholiym among children
between 9 aml 12 vmx\ old is becoming more
and more common.” (23) L

The Second Special Report on Aleohol \and
Health to Congress fromtthe Departmenf of
Health, Educatiypn, and Welfare states:

"Amonyg seventh-graders, 63 percent of the
boys and 51 percent of the girls have at Veast
tried aleoholic beverages. The percentape of
students who have used aleohol inereases with
each higher grade to thg puint where, among
high ~choul seniors, 8%Dercent of the buys and

87 percent of the girls have had a drink. in .

placing these figures 1n perspective, the near
Luni ersal us<e of aleohol within the teenage
pr)pulutlun 13 not nearly as tr'&ublmg as the

s
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fact That 1t has been accompanieg Ly a high
rate of alcohol"abuse. :
“Nearly one out of every seven male hlgvh
. \(h(ml enmwors reports getting drunk at least
a, once a week. Thirty-six percent of all high
.+ ~chool students report yetting drunk at least
© Tour times a vear. . .. a frequency<that some:
experts believe is indicative of a developing

alephol problem.”

’ /;:he’ American pubhe
en&‘the attentjon 1t deserves

urgent action.

Aleohol usage and some drug abuse are re-
lated in patterns of use and pharmacological
action. Alcohol, barbiturates. and tlanquxllzem
are all central nervous system dppreisants
Howeyer, the legality of alcohol and social at-
ttudes towards its consumption «differ from
the {51‘0\';1an;: mood” of society t.ow\?l drugs,
Many, parents have complétely accepdd drink-
ang by their teenagers as a safe social outlet,
in harmony with their own-methods of relaxa-
tlonwr"?;,escppe from press&)res of dajly life.

/ JQ\ _ . ‘.4’.

Mental Health .

~

"
has not given this
. Now ifdemands

Disorders of mental hellth appear to be in-
creasing anjong ¥ouny ople. A diagnostic -
analys.s of patients attending adolescent clinics
shows that many complaints have an emotional
etiology. Mental hospitals.are admitting more
young people! perhaps partly ss a reflection
of the absence of family care. Depression, im-
pulse_ disorders, dcting-out behavior are
the predomin Chatacteristics of adolescents
who are emotionally disturbed.

The most dramatic indicator of emotlonal
instability and unh%’pme% is the mounting
incidence of suickde. It is the third leading
cause df death for alder_adolescents. According
to the National Cenfer for Health Statistics,
the guicide pate for adolescent white males
from 15 to 24 years of age climbed from 4.0
per 100,000 in 1955 to 9.0 per 100,000 in 1969
to 11.4 per 100,000, in 1973. Preventive mental
health programs, /ncludi-ng early ¥lentification
and surveillance of those most likely to be sus-
ceptible to psychological and socio-cultural
stresses, are needed to reduce morbidity and
mortalitg rates. (24) ®

A medi®l hlstory should always include
questions that will provide information about
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an adolescent’s emotional status. When elation
1> follomed Ly w depression that leads to with-
drawal, mactivity, and appetite and  bowel
changes, the degree and frequeney of these
niovod swing~ should alwayvs be seriously evalu-
ated [t 1~ mmportant to tind out any family
history of mental 1lliess, aleoholism, or druy
dependence, ’

The quality of & teenager's relationship to
tapmuly, peers, and school personnel may ipdi-
cate early s gns of diticulty i assuming nor-
Tl interpersonal relation<hips.

The wayv in which the adolescent <spends his
or her free time, mmcluding recreational mter-
will provide further information about
personality  Preference for group or solitarys

ests,

pursw:it~ and the role plaved 1n athleties,
drama, daneiy, musvc. and crafts should Dbe
noted

Smoking

Efforts to discourage young people from smok-
mg agarettes have not been very suecessful
over the vears, and the subject remains a

challenge in the field of public health. After
decreasing for several vears, <ales of cigarettes
i the United States began to increase in 1971.

Children below the eighth grade level in
ome commun.ties are now smoking cigarettes.
According to “Profiles on Children,” 14.5 per-

cent of junior high school students admitted.,

to smoking with <ome regularity in 1969.(25)

A report by the National Clearinghoude for
Smoking and Health for 1974 shows that 15.3
percent of girls 12 to 18 yvears of age and 135.8
percent of boy< in this age group were current
regular smoker<s At ages 12 to 14, 4.9 percent
of girls and 12 percént of boys sard they
smoked regularly, but these figures inereased
to 202 percent of girls and 18.0 percent of
hoy< at ages 15 and 16, and 25.9 percent of
girls and 310 percent of hoys at ages 17 and
18 ’

The Surgeon General’s annual reports on the
health consequence~ of <moking have docu-
mented the fact that tar< from eigarettes are
carcimogrenie Smoking not only increases the
ri-k of cancer of the lung, e<ophagus, larynx,
and bladder, al<0 1~ a~~oviated with coro-
nary arters di-caze, and other diseases.

Tarbke <obstances canse epithelial damage

»
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to the wair sacs in the lung, loss of alveolar
elasticity, rupture of the alveoli, and then in-
evitably, emphysema, Although it takes 10 to
15 years of heavy smoking to reach this point,
a teenarer who has an intractable habit at 14
could be a respiratory cripple before age 30.

Cigarette smoke inhalation during preg-
naney huas been shown to contriblfte to low
birth weight in babies, although certain stud-
ies sugpest that this is due to the smoker not
the smoking. There is little to show that the
habit of smoking is being discouraged among
pregnant teenage girls. (26)

Private and Government agencies have been
promoting edueational methods to reduce smok-
ing among people of all ages and have also
been supporting research on the effects of
<muking fonr vears. These inchrde the Ameri-
can Lung Association, National Cancer So-
ciety, schools, medical and dental societies, and
many other educational and health-related or-
ganizations. Within the Department of Health,
Education, and Welfare, research is conducted
by the National Cancer Institute and the Na-
tional Heart and Lung Institute; educational
programs by the Center for Disease Control;
data gathering by the Office of the Surgeon
General, Public Health Service; and coordina-
tion of information by the National Clearing-
house ou Smoking and Health.

In the spring of 1975, the American Acad-
emy of Pediatrics issued a warning about the
dangers of c1garette smoking by children and
teenagers. The problem is enormous: every day
3.200 young people aged 12 to, 18 take up
smoking. The habits of parents, older brothers,
and older sisters seem to influence a young-
ster’s decision to smoke or not to smoke. The
Academy found that although teenagers are
avware of the health hazards inherent in cig-
arette smoking, most believe it could not de-
velop ipto 4 health problem for them until they
are “well advanceq in years.” The Academy
recommends a new look at preventive meadl
ures: an educational program fo bring infor-
mation about the health problems associated
with smoking to children before they reach
puberty, reinforced with efforts to reach
parents, and the commitment of the pediatri-
clan-or physician to include information and
counseling about smoking in the total appubach
to preventive health care.
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Runaways

Adolescents who run away from home put an
mereasmg burden on fanulies and official agen-
cles. A runawav i~ by definition any young per-
son less than 17 years of age who 1< away from
home w.thout permission. It 1s nearlvy 1mpos-

stble to count the number of runawayvs because'

these c¢hildren avord s<rtuations where” they
might be identitied. and often remain in hid-
mg. It i~ certam that their numbers are in-
creas. nye Istimates of runaway s in the United
States range from 1 noilion to 5 million vouths.

»and more than 30 percent are girls,
Emergency shelters are needed for the 15,2

Ho0 runawavs who return to ~ocretv <eeking
help each week Even on a short-term basis.
yarls are not aeceptable as holding facilities for
these voung people. It 1~ llegal for an indi-
vidual to providé <helter for a runaway in
mo-t States, Return to the teenager's home fre-
quently 1~ unreahistic, and ~onie form of foster
‘are may be a better alternative

Dr. Helm Stierlin of the National Institute
of Mental Health summuarized the problem of
runaway~ 1 these words:

“Modern adolescent runaways reflect vary-
ing famuly dynamies, as revealed through long-
term famuly therapy and observation.' The<e
tamily dynamics can be conceptualized as dis-
turbances 1 transactiondl modes. Transaetion-

al modes‘operate as the covert organizinggback-
ground to the more overt and specificehild-
parent interactions. The modes of bindink, dele-

gating and expelling are defined Depending on
which mode is dominant, runawayvs and their
families need to be viewed and treated differ-
ently. "¢27)

A Study of Wandering Youth,” published
m 1973 by the Council of Planning Affiliates
in Seattle, mdicates that the average e of
runaway~ in the State of Washingtgn is 13,
with 530 percent of the total betwg€n P oand
1t Thi~ study points out that phrents;
quently frantic i their attempts to recover
their offspring, can expect little assistance
from policy departments swamped by immense
pending file< of similar Like nearly all
migrant groups, these voung nomads tend to
follow certain e<tablished trails, with Seattle
a favorite stopover The motivatron for change
and movement has little to do with the search

Caaes,
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for employment or becoming self-sufficient.
(28) The older adolescents are sometimes seek-
ing an idealized version bf communal existence.

Dr. Robert Deisher, professor of pediatries’
at the University of Washington in Seattle,
has analvzed some of the available data on
transient vouth. He finds manyv reasons for
running away. Some teenagers leave home to
break ties with the establishment, or to make
purposeful exploration for the future. Others
run away because of problems they want to
keep secret, such as pregnancy or a drug habit.
FFor the majority, family disr Llptlt{l or other
domestic trauma precipitates the act of de-
parture. - -

Some of these'youngsters drift in and out of
their own homes and never really lose touch.
Others, psychologically damaged, wander aim-
lessly. " Some survive by making it on the
streets. A few teenagers, unable to cope, become
progressively involved in crime.

The needs of runawavs who are found by
police or. others are in this order of prfbrity'
food, housing, clothmgr, emplovment, and medi-
cal care.

Dr. Deisher _seex the physician’s role in help-
ing these adolescents as one of being aware of
precipitating factors in family life and acting
to mitigate their effect before thev become ir-
reversible. (29)

A National Telephone Hotline for runaway
vouth was established in 1974 under a $100,000
grant to Mseétro-Help, Inc., of Chicago. Sup-
ported by the Office of Youth Development in
the Office of Human Development, HEW, the
hotline demonxstrates the feasibility of provid-
ing a toll-free 24-hour telephone service as a
neutral channel of communication between
runaway vouth and their parents. The toll-
free number is 800 621-4000.

The discovery of multiple murders of adoles-
\1 Texas in 1973 gave nationwide
arlier attempts to solve the prob-
aways. The Runaway Youth Bill
introduced in the U.S. Senate in
~Jt wus designed to strengthen interstate
reporting services for parents of runaway
children: conduct research on the size of the
runaway vouth population; and provide for
the establishment, maintenance, and operation
of temporary housing and counseling services
for transient vouth. \ -
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the bill was meorpo-
rated “as title THL the Runaway  Act, in the
Juvende Justice Act (Public Taw 93-115),
vhovi was signed by President Gerald Ford on
September 7, 19780/

Tole HI authorizes thve separate umt\ “lth-
in the Department of Health, Education, and
Weltare to work on behalf of runaways, under
the Jeadershiup of, the Otffice of Youth Develup-
ment. These umits awarded the following
grants and contracts in FY 1973

Nuatonal In<titute of Mental Health (\I\IH)
31,622,020 fyr 31 short-term demonstration
projects to help runaways. : g

Conimunity. Neryices \(1mm1xtxatlon 32%1,-
%05 for 2 grant<—to develop a national train-

"y provram for protessionals who.deal with
runavwai s and to develop a typology of runa-
way vouth ’

Otfice of Planning and Evaluation: $72,000
to test the feasibility of a national study to
determine the actual number of youth who
run away, who they are, and where they come
from. " :

Office of Youlh Development: $60,000 to
conduct three regional conferences for law en-
forcement officials, parents of. runaways, and

After several delays,

professional vouth workers who will help de-

mine the scope of future Federal programs

r » the s
/:E( deal with runaways.

Office of General Counsel: $30,000 for a na-
tional study of legal status of runway youth in
53 jurisdictions.

School Achievement

In adolescence many young people perform
poorly in school. Some are well endowed intel-
lectually, but have been turned off by the regi-
mentation of schuol or what they perceive as
irrelevance of t rriculum.

Muany b(.hOU ;pha\e become large and imper-
sunal, pdrtlculdrly {n metropolitan and urban
areas. Desegregation and busing have been ae-
cepted in some communities, but have disrupted
buth blacks and whites by introdlicing issues
that distract students from their educational
pursuits. The system baaed on cognitive
achievement has produced an increasing num-
ber of illiterates and delinquents. (31)

The gifted child is still stimulated by a dedi-
cated teacher, while those with average or be-

low average skills are often left to,strug;le as
best they cdn. Children who have difficulty .in
~choul performance as teenagers may have had
trouble in heeping up with the rest of the class
since kindergarten, but it is the pressure of
adolescence that brings their problems to the
surface. Underachievers may have specific
l§'11‘1nﬂg: di~abilities, minimal brain damage, or
ur}rc\ulx ed emotional conflicts that schools are
unable to alleviate because of limited budgets,
teachers with full classroom schedules. and
lack of trained-specialists. Other young .people
believe that they are being programmed into
molds .where their expectations will not be
realized by society. For example, American
Indians have a high dropout rate“in high
school, often after performing well in early
vears.

Adolescence is a time for vocational choices.
The teenager should be encouraged to function
fullf to the level of his own potential. Some-
times Loth teenagers and their parents need
help in the realization that their plans for col-
lege or professional training are inappropriate.
Thlnmma\ go better after parents stop trvmg
to push their teenager to warealistic academic
levels, and the teenager himself rechannels his
efforts toward goals that he can accomplish.

Handicapped Adolescents

A handicapped adolescent is burdened with a
double load: his perception of his handicap is
intensified as he faces the problems of adoles-
cence. Subconsciously wishing to cpmpete with
others in his age group, he becomes more
acutely aware of the differences between him-
self and his normal peers.

The nature of the original handicap may be
orthopedic, cardiac, neurological, or cosmetic.

By the time he reaches his teens, the handi-

22

capped youngster has learned to4ive within his
limitations and may have a fairly normal life
except for wearing a hearing aid, brace, or"
glasses, or avoiding extreme physical activity.
To him at this time the handicap is seldom of
primary importance. Instead, he is concerned
with the problem that makes him different sub-
Jjectively, when his intense desire is to be the
same as everyone else and meet peer standards.

Children with severe handicaps, who  two
decades ago would have died in early life, are
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surviving nto adulthood. For them, a
whole new range of prablems and adjustments

now

emerges around vocational training, sexual de-

velopmemappropriateness of marriage and
genetic implications.

Response to fumily planning education pro-
gram~ for deaf ‘and blind adolescents ind.cates
inten~e mterest in dealing with their special
problems

Thi~ time of painful confusion for the handi-
capped teenager was recognized by a medical
student from Rutgers Medical School:

"My first as<gnmant on the adolescent floor
of Lony [-lund Jewi-h-Willsule fé""lﬁcal

was a 10-year-old whithefdmale with eystic
fAbrosi-, coming 1n thi<time with an exacerba-
ton o fer disease and with one of the most
common complicat.ons of her primary illness,
inte-tinal ob=truction The medical treatment
instituted 1n this case was not different from

that uzed for cases of inte<tinal obstruction or’

chronic obstructive pulmonary disease. The
verbal management, however, for this particu-
lar patient had to be altered drastically.

“This 19-vear-old appeared to be somewhere
between the [maturational] ages of 10 and 12,
with no apparent development of secondary

sexual characteri<tic~ | <pent a great deal of

time with her in an attempt to win her confi-
dence and I learned that her major problem
was not cystic fibrosis nor multiple hospital
admissions: 1t was in truth the fact she was 19
years old and had not yet menstruated.” (30)

The difficulties encountered by youngsters
with mental retardation are even more chal-
lenging than tho~e ~temming from a physical

handicap. For example, a workshop for parents

and others concerned with retarded adolescents
was held in Phoenix, Arizona, in October 1973,
Some ﬁn(hngs were reported by the Phaenix
Gazette: -

“Adolescence is a pretty rough time in any
child’s life . . . and for the retarded child, it
ean be a double whammy. It's a growing period,
a time of rapid physical changes, many of
which the retarded ynungster doesn’t under-
stand. It's also a stage when most children
begin  to sociahize more, attain individual
achievement, and hegin thinking about careers.
For a hild who realizes his chances for per-
sonal happinkss are extremely limited, ado-
lescence may be traumatizing.

>

C

“In: adolescence the [retarded] youngster
realizes he can't compete with normal *peers,
that he's 15 or 16 and he's in a special group
at schoul because he's different. You sit down
and listen to these kids . . . the content of their
comversativns togetheg centuls on theyr unhap-
piness, ther feelify they're different. It's heart-
breaking. Some of these kids can think thihgs
out pretty well, though they're functioning on
the retarded level.

“What we need to realize is that a retarded
child 15 more. like a normal child than he is
different. . . . He is a human being with the
same s and the same physical develop-
ment. He will 1 t the treatment he gets as
well as his parents’ philosophy of life, whether
it is permissive or strivt. He can’t be allowed to
rule the roost, havingl no demands placed on
him at all. He can't pe made the scapegoat,
either.” :

Sexual development\in retarded adolescents
is sometlmes a surpris

aret Tenbrmck director\of
Evaluation Center, points out: “Parents some-
how assume retaxde({ children will remain as
children, phys:ically as well as. mentally. But
the normal physiological chahges of adolescence
do take place, and retarded teenagers begin to
have feelings toward the opposite sex. .

“They will have questions but wont know
how togask them, so parents need to anticipate
their feelings and explain what’s happening.
Girls; particularly, will need to be protected
and given close parental guidance so they are
not taken adv antage of. Retarded children are
easily led and will do many things to gain ac-

>

ceptance.”

Adolescent Morbrdlty and Mortality

Adolescents are eonsidered to be a healthy
‘Population group. By this time congenital
anomalies have been detected and treated. Im-
munity —passive or acquired—has been devel-
oped against infectious diseases. Degenerative
processes have not begun to show their effects
" Nevertheless, adolescents do die. -

Accidents are the leading cause of death for
the 15- to 24-year-old age group. In 1972, the
fatality rate for all accidents was 68.1 per

100,000 population in this group, or 53 percent
of all deaths. The death rate from all causes
’ <
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was 1277 per 100,000, Other major causes of
death and the rates per 100,000 in the 13- to
24y ear-old group include homicide—13.5: sui-
cide—10.2: malignancies—7.7: and cardiovas-
cular diseases—16. (32)

The motor vehicle aceident death rate for
the 15 tu 24 age group was 47.4 per 100,000
population in 1972, und the death rate for all
vther accidents was 20.7 pér 100,000 popula-
tion.

The accident toll huas not been confined to
automobiles, however.

Firearm death~ huve increased during the
1960« and 1970s, but laws to control purchase
and possession of guns have not been enucted.
Systems of revwards for handing over firearms
to local authurities have, at thix writing, had
only limited succesa. ‘

Deaths related to private aircraft have in-
creased Many teenagers drive or ride snowme-
biles and minibikes, which have been involved
in a number of fatal accidents. Other danger-
ous hobbles of young people include sky diving,
motorcycling, and motorboating.

These trends persist in spite of a subatantial
increase in both money and manpower devoted
to reducing accidents in recent vears. A con-
sumer movement has evolved to detect danger-
ous products and eliminate them from sales
channels. The Federal Government has assumed
an-active role in énforcing safety measures.
Studies suggest that accident rates have in-
creased despite these counter-measures because
the action has for the most part been post
mortem or post factura rather than preven-
tive. )

It is likely that high accident rates will con-
tinue. In.fact, the spectrum of home and recrea-
tional accidents may broaden because some ele-
ments of the American culture .continue to
stress risk-taking and aggressive competition
as dexirable behavior. .

Violence hax become increasingly evident in
our culture, with powerful implications for the
accident rate. Continued exposure ta violence
in films and on TV produces an increase of ag-
gressive behavior in play and personal inter-
change, ’

Adolescentsdie froma numberof other causes
such infectious hepatitis, overdoses and
other complications of drug .abuse, or over-
whelming infections superimposed upon a

.
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chronic disease. Such teenagers are usually In
a state of marginal nutrition, and profound
\Iral or bacterial infection can lead to quick
and unexpeeted death.

Unusual conditions that occasionally occur
in adolescence may be fatal if diagnosis and,
treatment are delayed. For instance, cases of
tropical sprue were reported in 1974 among .
voung people who traveled the road to Kat-
mandu. Symptoms tend to be non-specific and
may resemble a traveler's upset stomach, This
disease is ex‘}remely difficult to diagnose, and
a definitive answer may be obtaied only by
sigmoidoscopy and biopsy. (33) .

Tuberculosis and other preventable diseases
may increase in the future because of voluntary,
crowding i Dving arrangements and lack of
personal hyvgiene. '

.
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SERVICES FOR ADOLESCENTS

Principles and Their Implementation

Technolugical and socio-psychological knowl-
edge has increased rapidly, but the systems
through which patients may benefit from these
advances have fallen far behind. Although
health service delivery and quality of care are
being constantly studied and general concepts
have been formulated to suggest the vital ele-
ments of successful health care delivery, no
coordinated approach for widespread imple-
mentation has developed.

This is particularly true in adolescent heilth

care. A 1972 survey of 43 clinics that treaf
adolescent patieats pinpoints the dilemma.
The clinics were connected with private organi-
zations, medical schools, teaching hospitals, and
governmental agencies; none was able or will-
ing to identify the single most effective method
for the delivery of health services to adoles—
cents.

Traditional and innovative models of ado-
lescent health care delivery are being reviewed
at present. From these, successful approaches
can be extracted and consolidated to form

‘viable programs.

In a review pf available methods of health
care delivery for adolescents, it appears that
principles should be developed aroun
major areas of concern: y

1. The Clinical Environment

2. Staffing

3. Quality of Care

4. Privacy and Confidentiality

5. Barriers to Care

The Clinical Environment X ! ’

This covers such pointé as the accessibility of

services, location of the health um\, provision
Q .

of privacy without isolation, and the age speci-
ficity of the patient load.

Services for teenagers should be provided
on an age-specific basis, in areas specially
designated for them and not used by young
children and adults. The adolescent clinics
should not be isolated from other areas, how-
ever, and the mecessary diagnostic and treat-
ment facilities should be accessible. An elabor-
ate physical plant is not necessary, but a wait-
ing lounge that affords privacy is appreciated
especially if it reflects teéns’ taste in decor,
reading material, and music. There should be
a relaxéd and friendly atmosphere where the
teenager feels both welcome and respected.
The waiting area may serve as useful space for
rap sessions, health education activities such
as movies, and presentations. g

. Préctical considerations sueh as scheduling
clinic hours after school, in the evening, or on
weekends may influence the adolescent’s will-
ingness to utilize services.

Neighborhood clinics, set up in many ‘cities
as satellites to a hospital, have eliminated some
transportation difficulties, and brought services
closer to where people live. Such clinics pro-
vide an excellent opportunity for physicians
in training to leave the institutional setting
and see how people live in a community.

In the past, services for teenagers were
vailableg:nly in traditional hospital settings.

not been-generally acceptable to an
12lly healthy group seeking preventive or
primary care.

Staffing

Staffing patterns in units caring for adolescents

have undergone considerable changes in recent

years. The advantages of a multidisciplinary
4
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feam” have been demonstrated. When a phs-
sleian 15 assisted by a nurse, a social worker,
and a nutritionist, he is relieved of some rou-
tine patient munxelmg and has more time for
patients with unusually complex problems. The
program becomes greatly enriched when’ there
18 team participation Involvement of visiting
p~ychiatrists and psychologists enhances the
program by “ﬁelpmg team members understand
the normal psychological development of ado-
lescents and by providing consultation in the

management of adolescents who have par-

ticularly severe .problems.

A full range of pediatric and adult medical
epecialists 15 usually available at a backup
fac:lity for consultation and they should be
il utthzed A gyvnecologist who will see pa-
t:ents for contraceptive counseling and gyne-
cological disorders is now commonly a part-
time member of the adolescent unit team and
provides an alternative to specialty clinic re-
ferrals. The team approach of a multidisciplin-
ary staff gives a broadened view of the teen-
ager’s needs. Community aides who work under
the supervision uf the professional staff may be
invaluable in filling the communication gap
between providers and teenage users of care.
(34)

Interdisciplinary team meetings for selected
case reviews provide an opportunity to con-
sider a teenager plus his family from various
poits of view. Decisions reached through this
collaborative approach may be more realistic.
When referrals must be made to another clinic
or ageney, a ~taff member should serve as advo-
cate’ for the patient and be responsible for
folluwup act un. The teenager requires one
home base fur health care, and information on
all other <ervices and referrals should flow back
to thut focal pomt for consolidation and future
planning.

The attitude~ of every member of the pro-
fersidnal and support staff have a marked
effect on the adolescent’s response to services.
Individuals working with young people should
be able to relate easily and from a nonjudg-
mental viewpoint. An adequate orientation to
the developmental aspects of growing up and
inservice education can be most helpful. Teen-
agers say that the professional discipline of
the heélping person does not matter, but that
the personality and attitudes are highly im-
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portant. A holistic approach to care of the
tegnager is indicated: attention to emotional
and social needs is no less important than at-
tention to biological needs. (35)

Quality of Care

Young people deserve the best in health serv-
ices. Care offered in an adolescent facility
should meet all standards of the parent institu-
tion. When funds are limited, thére may be a
temptation to cut cerners, which results in
sgcond-rate services.

There has been much lip service paid to the
planning of continuity, completeness, and com-
prehensiveness of health care, but these quali-
ties are too often missing in actual delivery
programs for teenagers. Yet theyv'are directly
related to efforts to maintain high quality
<ervices. It has been demonstrated that com-
prehensive care for teenagers, given on a con-
tinuum, Treduces the number of episodic ill-
nesses, hospitalizations, and lost school days.
Such care may also cost less.

Ideally, care should be comprehensive in the
range of services offered. The phases of care
include outrezlch, evaluation, treatment of de-
fects, rehabilitation if necessary, and finally
*the maintenance of patients in a state of con-

,tinued health These concepts may be imple-

mented by a care management plan for each
mdividual, measuring progress by means of
the benchmarks used in mamtamlng problem-
oriented records.

The routine inclusion in teenage programs of
dental and nutritiongl assessment and treaf-
ment has helped improve the health status of
voungsters. Education about food values and
demonstrations in the planning, budgeting,
purchasingrand preparation of balanced meals
iv essential.

The initial medical history probably remains
the most important phase of the entire health
process, Regardless of the nafure of the pre-
senting symptom, the practitioner has a re-
spunsibility to determine whether this adoles-
cent is at ease with himself, whether his life
is going smoothly, or whether he _is confused
and troubled Developing a therapeutic rela-
tionship with the physician, nurse, or other
health worker may be of great value to the

, teenager. If the history is taken in an [sen-
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~sitive or mechanical way. the adolescent may
be turned off to such an extent’ that he will
not return (36)

¥ Pargngs who are present may provide some
of the medical history, but the health profes
~wmal should alway~ <pend time alone with

the adeleieént Al teenage patients should be
reassured as~ to the contidentiality of their
statements, and the h.story taker shouldadhere
scrupulously to every promize made.

Some asse~ssment of an adolescent’™s percep-
tion of ~elf should be obtamned, and relation-
ships with family menibers, peers, school per-
~onnel, and the community explored Predonu-
nant maods are of importance as 1< school per-
Tormance Qesggbns ~hould be upen ended On
the first enconnter the teenager <hould not be
Prshed fo diseiss mtimate matters before he
has toals np womie rapport with the history
taher )

Informat.on about sexuality <hould be elic-
ited wiath tact and consideration for the teen-
ager’s feeliné: Sometimes a questionnaire that
the teenager completes by herself ‘or himself
and then revieps with the practit-oner is use-
ful i obtarming detailed personal mformation.
[ssyes about the purely physrcal aspects of
menstrudation, evidence of VD, and famils
planning methods may  generally be raised
without undue reticence. However, these topies
~hould be placed inthe wider context of human
relatipn<hip~. and it 15 here that the practi-
tioner shuuld conves respect for and under-
~tanding of the teenager Recognition of the
adolescent’™s desire for human closeness begin-
ning with dat ng and leading to more specific
~exudl activaty 1< Likely to be the best approach.
A purely clingeal interrogation when the teen-
Agrer has not mentioned a problem 15 hkely to
bhe\mi~understood and resented.

h{sical examinations carry a special #sig-
nilicance for moat teenagers, who are unusual-
Iy aware of their developing Lodies. Procedures
should be deseribed and discussed and a rea-
son \h‘uuld be given for each one bhefore they
are performed. For example, a pelvic examina-
tion can be particularly traumatic for the teen-
age girl. The girl or boy should be permitted
to state preference about the sex of the ex-
aminer and the presence of a chaperone.

The, fullowup of missed appointments re-
flects the interest of the clinic staff as well as

Q . {
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their desire to prosvide good care. This getivity
<hould not give the impression of punitive sur-
veillance, but one of positive participation in
each mdividual's health status.

When teenagers have adjustment or emo-
tional problems, particularly within the home,
a4 short seres of counseling sessions with an
interested statf member may be highly effec-
tive Medical students and residen{s have been
able tu play this role successfully when given
adequate supervision from a more experienced
statl membey. This procedure prowg’des new re-
spunsibility for the trainee and hel$s to streteh
the available muanpower, in addition to help-
g the teemager There are manv patients for
whom thi~ kind of therapy would not be ap-
propriate, however, .

.

Privacy and Confidentiality

Policte~s should be developed to preserve the
imtegrity of adolescent rights to personal dig-
mty. It is advisablesto set definite guidelines
concerning the involvement of parents during
the provision of care to adolescents.

Adolescents should be allowed—but not
forced—to accept the responsibility for their
own health care. This implies the right to give
imformed consent to have private visits with
their own physictans and to preserve the con-
fidentiality of their own medical records.

However, when teenawers have not reached
this degree of emancipation, some involvement
of parents iz acceptable and desirable.

At o time of crisis, parents should be given
a chance to offer support to their children, re-
gardless of age and prior strained relation-
ships. Where distance or bad feelings present
unsurmountable barriers, other wavs of pro-
viding support must be found by the health
care team.

Many adolesvents are particularly eager for
assurance of confidentiality and even anonymity
when their problems lie in socially sensitive
areas. The requirement of parental consent has
severely constrained outreach efforts.

A survey of adolescent clinics found that 77
percent of respondents do not disclose patient
identity to anyone outside the clinie, and 51
percent require parental consent for treatment.
Sixty-seven percent of children’s hospitals that .
responded require such parental consent.
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Stafl should have definjte policies to follow
concerming privacy and umhdentmllt\ Jwithin
the ]lmlt\ of evsting State laws and regula-
Lone W hen ~itiations arise that are not clear-
cut, they <hould be fully discussed “with the
adolescent, so at all times he feels that the staff
have his best interest at heart: The pros and
con~ of parental involvement 15 a Lontlo\emml

1~<ue, and statf should be given opportunities *

tu explore 1t~ implications among themselves.

Barriers to Care

Requirements refating to ability to pay, par-
ental consent, and other administrative red
tape should be kept to a mmimum. These fac-
tors are the rreatest deterrent- ty an adolescent
~eeking health care

The legal rights of minor- present a complex
and contmually evolving gicture. In a large
measure, children have been deprived of legal
rights under a <ystem where adults, institu-
tions, and courts assumé that their acts on
hehalf of the minor will be in his or her bLest
interest, whild giving the young person vir-
tually no voice at all. There has been little
recogmition that the acquisition of maturity is
. a developmental process throeughout chijdhood
and adolescence, and that young people have
substantial capacity to participate construe-
tively in decisions affecting their lives long be-
fore they reach 18 or 21. .

Dr. Adele D. Hofmann, of Bellevue HospltaI
New York City, has déscribed the first step
In extending legal rights to adolescents as be-
ing the development of protective statutes and
codes. She lists a second step as the court de-
cixions in the 1960%"and 1970s that afirm the
constitutional .rights of minors. .

There has been vigorous action to afférd
minors adult rights in matters of medical care,
Dr. Hofmann has pointed out. Since 1967 al-
most ev ery State has enacted legislation enab-
ling \pec1ﬁc groups of minors to consent to
some or all of theéir own health care. The trend
to expand the scope of such statytes seems to be
accelerating. These laws, which”have arisen in
part out of the recognition that manv adoles-
cents have the capacity for making a valid in-
formed consent, are comparable to the com-
mon law exception for emanc1pated minors.
(37)

Health Delivery Models »

It may be significant that ah inf&mal‘anal_ysis
made in the fall of 1974 all bills then pend-
ing for natlonal health 1&Lxlance showed only
haphazard coverage for children over 6 years
of age and even more nebulom cb\ erage after
age 16. 3

This observation is indicative of the situa-
tion that _finds both prlvate and public sectors
of health delivery systems assuming some re-
sponsibility for the health care of adolescents,
without the necessary interfaces to achieve a
cohesive program. It is not realisti?t/o suppose
that 10 million teenagers can ever be absorbed
into one special svstem of health care, however.
Perhaps the best approach is for existing sys-
tems and those: who operate within them to -
adapt their present facilities to incorporate
adolescents with an age-oriented approach.
There is nothing to prevent the provision of
good, comprehensive care for adolescents in
ever—type of program, in spite of handicaps
such as_lack of funds and space.,

-3

Private Physicians :

The vast majority of adolescents whose fami-
lies cgn 2fford to pay for their medical care
or whose families have medical insurance cov-
erage receive services from ajprivate physi-
cian: This may be a pediatrician, a physician
specializing in adolescent medicine, an inter-
nist, a general practitioner, or a family prac-
tice specialist.

The older the adolescent grows, the more

_ likely his health care will be“crisis oriented.

For %he teenager who. can afford the private
practitioner, the treatment is generally of good
quality but may be fragmented and one-dimen-.
sional. Certain elements may be neglected be-
cause of lack of time or facilities. The adoles-
cent may be referred to other gnédical special-
1sts such as the ophthalmologist or the gynecolo-
gist, but rarely to a nutritionist or social
worker. ‘

Hospital Outpatient Departments

s
Less fortunate is the youth Jfrom a home with-
out medical insurance coverage When ‘he is
ill or troubled the hospital emergency room or
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Table 5 —Health problems most often identifled amgng adolescent patients at Montefiore !*Iospttal and Medical Center

— . /- - _———

Primary probl&ms

Problems made worse P

.. e '-~#1—('
Problems with ongin

of adolescence by adolescence duning adolescence ¢
Scoliosis Tuberculosis Obesity N
Slipped epiphysis Automotive Injuries Alcoholism
- Acne . Unwed pregnancy Duodenal ulcer . .
Sports injuries Suicide Hypercholesterolemia .
"Mononucleosis Diabetes . Labile hypertension
< Body image Inflammatory bowel d:seas} Irutable colon syndrome \—“‘—\\
Drug abuse Menstrual dysfunction Migraine
Venereal disease Dental caries Mantal conflicts
Gorter Abortion \
Sexual dysfunction Gynecomastia
Delynquency . Mental retardation =
' Tumors Dying
N Anorexia nervosa
" Hepatitis

Primary amenorrhea
Schooi-learning problems

Adapted from Michael | Cohen Ir|S FeLitt et al
Social Systems Symposium Washington, 0C, Apnl 1974

*
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outpatient department may te this adolescent’s
only resource. If his condition is net crltlcal
he has the lowest priority for care. Most, hos-
pital departments do not have staff or fa£111t1ea
to proside privacy to the tefnager even when
he is giving an intimate history, The emer-
gency room siaff, oriented toward life-saving

measures, have scant time or patience for some--

one who does not know why he has come, ex:
cept that he “just doesn’t feel good.”

Some large city hospitals have opened medi-
cal walk-in clinies that provide excellent triage
for such teenagers, partlcularly when staffed
by medical or pedxat”c fellows with 3 or 4
years of training and experience. Unfortunate-
ly, many of these clinics are not open at night
and on weekends when miny teenagers seek
medical care..

Traditional Medical Center

The prograngoffered by the Division of Adoles-
cent Medlcxlr?;n\‘me Department of Pediatrics
at the Montefiore Hospital and Medical Center
of the Albert Einstein College of Medicine in
New York City illustrates some ways in which
traditional hospital-based units may reach out

“Health care for adolescents in a traditional medical setting’*

Youth, Health and
, ]

&

medical- surg;ca gynecological unit, with 750
ddmlsslons a yedyr. By 1975 it had become a
36-bed unit with 1,600 admissions a yéar. In-
corporated into the physical plant are a student
library, a day room, a photographic laboratory,
a working kitchen, a high school classroom.and
a variety ‘of rooms for -physicians,” social
workers, psychiatrists, and other professional
staff. For the first 6 years, 85 to 40 percent of
all admissiong were for chronic illnesses.

‘Outreach activities.began when an ambula-
tory” program that provided long-térm outpa-
tient care gradually developed into a walk-in
service for the management of acute episodic
illnesses of youth. Records reveal a constant
increase in the number of ambulatory patients
cared for. There were 400 visits .in the first
xﬁ\r, and 2,500 scheduled visitg plus 1,8

ergency walk-in visits in the dixth year. (S
tible 5.) - .

According to Dr. Michael- Cohen, the Monte-
fiore program director, comprehensgive health
services are provided in conformity with a
broad interpretation of the process of adoles-
cent development. Training # health. profes-
sionals to work in youth services and mvestlga-
tion of pathophysno]oglcal states are carried
out concomitantly. 1

%nto the community.

The Montefiore program began as a 20- bed , In 1968 Montefjore expanded its services to

o > © 2 3p » \
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\ rent have been administered through the De-
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administer the primary health delivery pro-
gram at New York City's temporary vouth de-
tention fucility About 3,000 teenugers are re-
manded annually to this Juvenile Center by the
Court. Health sereening, a sick call
program, medication distribution, a speciality
clinie program, and 4 15-bed infirmary are-in-
cluded n the program.

A children and youth clinic in the southwest
Bronx Had a poor record for attracting voung
people After the Montefiore staff assumed re-
sponsibility, 1,300 new teenage patients were
enrolled. The health services utiization rate
fur thegnext year of the clinic’s operation was
4,000 patient visits. :

The Mountefiore program hags affiliated with
local ~¢hools 1n the north cmral Bronx and
uffers services thuat include health screening
activities; triage tu the housp.tal-based Division
of Adolescent Medicine; and .jnformal sessions
taught by health professionals for students,
parents, and teacheérs. Because high schools in
the area have a J40-percent truaney rate, the
Montefjore staff has developed a mini-school
for high <chool drupuuts with major medical-
psycho-sueigl and rnmed al educational compo-
nents. ' -

The Barnard Cullege Health Service affilia-
tion wax set up tu reach the older upwardly
mobile teenager 1 the college setting. Post-
dpctoral fellows of the Montefiore program ro-
tate through the service on a regular basis.

As consultant to the Job Corps of the U.S.
Department of Labor, the program staff is
studying the older. underemployed, poorly edu-
cated adolescent who has very special health
needs.

The Montefiore . Hospital adolescent service,
like many others, has gone far beyond the con-

-fines of the parent institution and has had a

marked degree of success in reaching the sur-
rnundmg community. (‘38)

&
N

HEW Programs

Most of the Federal Government’s programs
that potentially affect the heulth of the adoles-

partment of Health, Education, and Welfare.

These programs are in four general groups.
programs that offer categorical health seryices
for the aIdolmrent (3uch as detection and con-

o
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trol of venereal disease, prenatal care, or family
plunning) but are not beamed diréctly at his
health needs; programs that attempt to pro-
vide comprehensive health care services for the
adolescent ; innovative programs that represent
promisigy areas of research into problems that
may affect the adolescent either directly or in-
directly; and programs that detect and treat
children’s illnesses.

Categorical Approaches

The advantdye of a categorical approa’cﬁl? is that
it enables a program o focus limited manpower
and funding on a specific health problem. A dis-
advantage is that such an approach may label
the individual with a diagnosis and leave him
in a vacuum. This does not suggest that such
programs be abandoned, but it does indicate the
value of incorporating them into a meaningful
service base addressed to the total needs of the
individual. ‘

The Center for Disease Control in HEW de-
velops categorical health programs that serve
adolescents and also coflects data about health
conditiorss Its program ‘for the prevention and
control of venereal dlsgaibs is directed €o the
general population, but includes efforts to' meet
the special health needs of adolescents.

Other HEW agencies using ‘the gcategorical
approach to health care delivery for teenagers
include: .

The Office for Family Planning, which funds
contraception and health education programs
that reach fnany-adolescents. In FY 1974, 29
percent of .the 2,188,261 patier}j:s—s('eeking serv-
ices in this program were age 19 or younget,
according to the National Reporting System for
Family Planning Services.

The Office for Migrant Health, which may
reach adolescents through health services di-
rected to the entire family of the migrant
worker. Estimates are that 85 percent of the
total migrant farm worker ‘populagtion are be-
tween 14 and 17 years of age.

The Indian Health Service, which reaches
the adolescent Indian living on the reservation
through programs directed to the entire tribe.

The Community Health Centers, which offer
ambulatory care services that are essentially
fumily-based, and therefore include ado]escents
as family members.
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Comprehegsive Approach(is

The use by the Federal Governnment of the
concept of comprehensive care in service proj-
ects has been a recent development, comupre-
hensive care programs received an estimated
2 pereent of Federal health care monies in the
fiscal year 1975,

A notable example of this approach is the
special projects authorized under title V of the
Social Sécurity Act. Originally begun by the
Children's Bureau, these prujects were sub-
sequently administered by the Maternal and
Child Heulth Service and more recently by the
Bureau of Community Heualth Services. Ma-

ternity and infant care projects were mitiated |

in 1961 to serve luw-incomd pregnant women
who lived in mnercity and rural areas and
where infant mortality was extremely high.
The projects svught to pruovide comprehensive
prenatal ’pall‘\c,"_ ineluding nutrition, dentistry,
and broad social services as well as medical
and nurging services, family planning, and pa-
tient_efiucation. L‘utef‘, four similar programs
were started tu serve ether low-income, high-
risk, or medically underserved groups: compre-
_hensive preschool ‘and school-age health proj-
ects for children, neonatal intensive care proj-
ects, dental health projects for children, and
ily planning projects.

ongress authorized the projects for a spe-

financed by-the States out of maternal and child
health formula funds from HEW. Each State
i3 required to operate a program of projects, in-
cluding at least one of each of the five types.

To a considerable extent, the children and
youth projects—with their emphasis on" ado-
lescents as well as on children—and the ma-
ternity and infant care programs—which gave
gpecial attention to the needs of adolescent
mothers—dramatized the scope of services re-
quired to offer a meaningful approach to allo-
lescent needs. They also underscored the im-
portancé of enriching adolescent services by
affiliations with medical schools, teaching hos-
pitals, and children’s hospitals. )

The basic maternal and child health -and
crippled children’s services, which were author-
ized under title V when the Social Security Act
was passed in 1935, also have focused (]irect\

/
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attention on the needs of adolescents. These
programs have been administered through for-
mula grants. Each State decides the extent of
coverage available under a State plan. To the
extent that a State maternal and child health
program has been involved in school health
progLufis such as nutrition and prenatal care,
these have been available to adolescents.
While each State determines its own defini-
tion of the crippling conditions it will accept for
care under its crippled children’s services pro-
gram,"adolescents with either chronic or acute
conditions that are covered by the program
have been eligible for treatment.
, The National Institute on Drug Abuse
(NIDA) has funded many stidies and demon-
strations for the rehabilitation of adolescent
drug abusers that involve céinprehensive serv-
ices. One is a training program for professional
Realth workers from many disciplines, held at
the Haight-Asbury Clinic in San Francisco.
The NIMH Center for Studies of Child and
Family Mental Health has helped in funding
programs designed to meet the -health, emo-
tional, and educational needs of the teenager.

Research-Based Approa\éhes

One example of programs that represent
promising areas of research into adolescent
‘rroblems was the Consortium on Early Child
Bearing and Child Rearing in Washington,
D.C. This interagency effort was supported by
many agencies within HEW, including the Of-
~fice for Maternal and Child Health, the Office of
Education, the Office for Family Planning Serv-
ices, Social and Rehabilitation Service, National
Institute of Child Health and Human Develop-
ment, and"the Office of Child Development.
The consortium was begun in the 1960s to
gather information about programs that serve
teenage parents and their children and to as-
similate information about relevant, State laws
affecting care of infants born to young mothers.
This organization. fostered the establishment
-of comprehensive educational and medical pro-
grams for pregnant school-age girls, who pre-
viously would have been expelled from classes
in many school systems. The consortium identi-
fied more than 200 such programs throughout

- the United States and operated an information

exchange about activities in this area.

-

31 38’

~

AN




Approaches Involving Screening

¢
The Early and Periodi¢ Sereening, Diagnosis,
and Treatment Program (EPSDT) began to
have sonie impact on the States in the 1970s.
This prog , which is administered by the
Social and/lf;hdblhtdtmn Sex\lce of HEW, spe-
¢ifies thati private care of children from birth
to 21 years will be paid for by Federal funds if
certain criteria are met. Potentially 14 million
children are cligible for care. )

EPSDT was authorized in 1967. By July 1.
1975, most States had initiated programs to
serve all children under 6 years of age within
therr borders. Such programs have concen-

. trated on the screening phase.

[t was more than 7 vears after the law was
passed before many older children were ac-
cepted and treatment was offered for conditions
found by screening. Establishing guidelines for
screening teenagers on a periodic basis was
difficult because the program was viewed as
a pediatric service with adolescents attached
only for reasons of their financial eligibility.

As stated earlier, children must be considered
from the standpoint of their maturational, not
their chronplogical, age. This poses a quandary
for directors of EPSDT programs serving teen-
agers when questions of invasion of privacy,
confidentiality, and parental consent arise.

&
Other Federal Programs

Other dcpartmgnts of the Federal Government,
notably Labor, have been involved with teen-
age health programs.

Within the Department of Labor, the Jub
Corps provides its enrollees withehealth sery-
ices that encompass physical examinations, an
extensive gonorrhea testing program, a pro-
gram for drug abusers, and mental health
services. The Corps also conducts an active
health education program. At least three uni-
versity programs in adolescent medicine provide
service and consultation to Job Corps health
efforts. (39)

Because- enrollees stay usually only a few
months, a full evaluation may not be completed,
and conrrective therap:/such as dentistry may
be unfinished. The Co¥ps’ experience in provid-
ing a planned program of health care to the
teenagers suggests that further followup would

deally

be almost impossible. The Job Corps has pro-
duced excellent manuals on medical procedures
for the older adolescent that could serve as
teatbooks for professivnals addressing smular
problems, \ A

School Health Programs "

There are 51 million children and young people
attending school in the United States. Theorete
this is a captive audience for which
health services could be provided with ease.
However, not all teenagers attending any one
school are eligible for a complete range of
health care. Traditionally, services ha\e been
limited to preventive measures, health educa-
tion, screening for vision and hearing, and as-
sessment of fithess for athletics.

School health programs also receive support
through State formula funds available under
title V, Social Security Act. These programs
may be operated either by local health depart-"
ments or boards of education. Wherever the

" control is placed, some collaboration exists be-

tween the two local agencieg.

The effectiveness of schoolhealth programs
varies from community to community. Many
schools’do not have big enough health budgets to
provide adequate medical or nursing coverage
for students, afld.acute problems are¢usually
handled by the homeroont teacher or the princi-

pal. The programs often consist of little more
than annual immummtlon and tuberculin test-’
ing. The potential remame‘ however, for using .
sehool health programs to bring’ health serv-

ices to the entire %enrollment of adolescents.

There has been much criticism of the health
education provided in schools, probably because
sex education has become sych a predominant
factor in such courses. Many parents are polar-
ized in their opinions about sex education out-
side the family or church; some teachers are
unwilling to accept sex education assignments.
The dilemma about the age at which different
levels of sex education should be initiated indi-
cates the maturational inequality of children
in elementar;‘,j-u-nior high, or high school.

The teacher’s assessment of an adolescent
student’s behavior can be a valuable cédordinate
in a total evaluatign of performance. Teachers
should be diqcﬁ‘ged from labeling young

people with diagffoses, but a check list showing
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typreal behavior 1s of signiticance, The _quality
of cogme performance, attitudes of with-
dravwal or overageressineness, and bizarre be-
havior pnttcrn\'?x'c equally miportant

Thi~ information could be a valuable contry-
bution tor the development ot a profile of cach
teenarer without demanding too much of the
teacher (The teacher’s attitudes may also be
revealed 1f, for instance, records show
that all male stidents of the teacher are “over-
agEressne. i

Backswund mmtformation about a «Mnmnit‘\'
population may be developed as an extefision ol
mdiy idial ratimyes, and knowledge of the mer-
dence of drue and alcohol usare, sesual actin 1y
and delimguency forthe peer groip may become
mvatlable It < pertinent to consder mdindual
behavior withn the context ot the mdny idual's
Comnts
nany voune heople <how the ~ane

N

Class

el el et
to lirht o
Jdeticnoneres

poblems mav come

~ 4
.

.
College Health Services

Changes are tahing place o college <tudent
health ~rvices Degddie Klots, director dF
Student Health Services-at th={Unnersity of
Southern Califorma, has, with others, madtva
great contribntion toward the provision of 1m-
proved ~tudent heal*h programs

Dr Klotz has recormed an increased stu-
dent anareness about health as oxpressed by
deands for diterent and more  resnonsn e

academia 1~ graduallyv reconsidering ats initial
reluctance to recognase needs ny areas of vital
eoncern to the students- -sexual problems, VD,
contraception, abortion referral, drug  abuse.
and mental health L 3

Some college students are mvolved m their
own health programs, with <tudent advisory
committees dentifyinge special needs. Students
who wollaborate with o health center and its
stafl are al-omakimyge valuable contributions to
the overdl egllege program.

The utilization of a college health unit by
atudents 1< a direet retlection of the image that
the program portray< to them. It is .("Is'timatod
that the _<t:1ﬂ" of a ¢ood collefe unit should be
secing 1 pervent of the student) population daily
for advice, diagnosis, or treafment.

%
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“tions may withdraw thar suppoit to protect

health serviees on eampus With ghis challenge, -

Innovative Health Care Models h

Projects to demonstrate radical and untried ap- e
proaches to health care face many problems.
.They may have difficulty attracting sponsors in-
itially, and mevitably they operate on a shoe-
string The consequent dilémma is that without
adequate funds, standards of medical care may
be unsatistactory and the sponsoring organiza-

their own reputations.

Realistically, this situation  will * eontinue
until funds are ;1)zdulubloptw-hlre full-time well-
prepared staff Who insiste§R a high level of
climieal care. Only then \'\:ﬁ\s\bo possible to
evaluate the success of the methods used.

With theetPam 1in mind, here are some 1l
lustrations of notew orthy mnovations i the Je-
Invery of adoleseent health care.

Free-Standing Chmics

The first free-standifg clinic was set up in the
Haight-Asbury settion of San Francisco, Cali- <+
fornia, in 1967 to care for drug omerggncies.
The original  sabeulture of  communes  and
“brotherly love” was shidttered by the influx
thousands of confused, upset, uthappy young .
people who gougeht innhediate answers to Wle's
vroblems. S, .

The inadequacy of food, housing, _and hy-
vienie facilitiex soon hrought disaster. Health
pfoblems  reached opl(lomi(; proportions and
were mtensified by the indiscriminate use of
drugs on the street. It soon becamé apparent
that general medical care was needed. The
voung people wee so alienated from society
that they would not turn to traditional facil:
ities. Lack of transportation and financial re-
sources postponed care until extreme emergen-
cies arose: even then md#y were not accepted
at existing medi@l centers. (40). ‘

In the mid-1970s. e Haight-Asbury Clinic’
is still operating, but the atmosphere of emer-
greney and excitement has gone. Health services
are beiM’ovided for youngr people, many of
whom have left their familgs and adopted a
differeat Lifestyle. The clinic’s\{empo is slower,
and planped comprehensive services can be
'made m‘a{ilable. e .

Boston is another favorite area for teenagers
who have left home. These runaways form small

¢
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communes that coalesce to make up the street
community. A program of mobile medical care
fur alienated youth was initiated during the
summer of 1970 by Drs. Andrew Guthrie and
Mary Howell, from the children's service of
Massachusetts General Hospital and the De-
partment of Pediatrics, Harvard Medical School.
[t attempts to reach the youth who aie in Bos-
ton by meeting them on their own terms wher-
ever they congregate A mobile medical van
brings services to those living in the streets.
They are uffered care—free of criticism or at-
tempts to compromise their beliefs. This hag
been a successful outreach program. Of the
estimated 30,000 runaways in Boston, ages 12
to 24 yearg, 592 paticnts were seen in the first
6 weeks of operation. (41)

The free clinic movement has apparently
served a iS¢ful purpose 1n responding to health
care needs outside the traditional system.
However, recent unofficial reports suggest that
youth are returning to institutional medicine
as their resource for health problems. It ap-
pears’ that as the establishment unbends and
recognizes the capabilities and rights of ado-
lescents, the adolescents are becoming more
tolerant of the establishment and its systems,
including health care.

Crisis Counseling

}/

The hotline system started in 1968 with the
openihg of e¢Mmergency telephone servicé at the
(‘hildreﬂﬁxpital of Los Angeles because the
hospital staft was concerned about the increas-
ing number of youngsters who lacked avenues
of communication to service resources during
stress. The service was conceived as a crisis
intervention resource with a sympathetic but
objective listener as available as the nearest
telephone. .

The crises most frequently p;esent'ed are re-
lated to peers, parents, drugs, housing, isolation,
" lnss of paychological control, and suicide. Those
who staff the hotline telephones are carefully
selected and then trained for this sefvice. The
hotline is closely affiliated with the medical in-
stitution from which it emerged and uses the
adnlescent unit for continued backup support.
This service handles more thah 150,000 calls a
year. (42)
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Peer Counselors

In a program at the University of Maryland in
Baltimore, adolescents attending a family plan-
ning clinic may receive information and even
advice from other teenagers who work reg-
ularly with the clinic staff. These peer counsel-
ors are able to communicate successfully about
contraception and other sensitive topics. Many
teenagers—female and male—seem to accept
guidance more readily from their peers than
from older people who present the same infor-
mation and alternatives. _

The peer counselors receive orientation and
supervision from clinic staff members, and learn
to recognize situations that require referral to
a more experienced worker.

Recent observations based upon wide ekper-
ience with peer counselors suggest that utiliza-
tion of young adolescents as counselors \is not
a satisfactory approach. The adolescents with
characteristics appropriate for counseling are
usually gifted teenagers, ,who have many extra-
curricular interests and are not willing to be
pinned down to a single time-consuming activ-
ity. Those who are available‘may not have the
appropriate skills. A counseling service requires
continuity to achieve its goals; therefore, pro-
gram administrators are recruiting stable, com-
munity-based wogkers who will make a rela-
tively long-teirm commitment.

Multiservice Urban Youth Center’

The Door—A Center of Alternatives is an in-
novative multiservice center for disadvantaged
and troubled youth in New York City. It is
aimed at helping young people between the ages
of 10 and 21 years meet the challenges of grow-
ing up in an urban environment, Special empha-
sis is placed on the health and mental health of
adolescents; on prevention and treatmenf of
drug abuse, venereal disease, and psychological
disorders; on providing'meaningful educational
alternatives for youth; and on reaching" the
particularly vulnerable young®er adolescent on
the streets and in the schools before they be-
come Seriously involved in negative or anti-
social activities.

A number of physicians recognized the need
for such services: many young people will not
go to health clinics or hospitals because of fear,
alienation, or lack of money. When young peo-
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ple do seek help, the purely medical fatilities
they turn to are often unable to handle the
variety of psychosocial problems that are inter-
twined with their medical problems.

The Door was established in January 1972

as. a model project to Hemonstrate the feasi-
bility of providing comprehensive health serv-
ices and constructive alternatives for young
people in an effective and humane manner. It
has developed an integrated program combining
the best features of a free clinic and a complete
community center.
- Dr. Loraine Henricks, a practicing psychia-
trist who is one of the cofounders and codirec-
tors of The Door, has described its clients as
young people who are unlikely or unable to seek
help from traditional health facilities. She has
pointed out, “It serves a mixture of street
vouth, high scheol and junior high school youth,
school dropeuts, disadvantaged youth from the
innercity, runaway youth from the suburbs,
college youth, working youth, and young peo-
ple on welfare.” Duripg the first 3 years of
operation,
100,000 visits from young people.

The Door offers free medical and gynecologi-
cal services, family planning and nutrition
counseling, psychiatric counseling and therapy,
and much more. It also provides crisis inter-
vention,legal, educatiophl, vocational, and drug
counseling services, any leadership training.

The Door has a core‘of full-time and part-
time administrative, coordinating, and clinical
staff. In addition, the large volunteer staff in-
cludes many youth-or«ignbed professionals who
hold regular positions in hospitals, schools,
youth programs, drug programs, ang social
agencies in New York City.

Services for Teenage Parents

Services for teenage parents and their infants
were started in many communitieg during the
19603 because it is difficult for a teenage girl
to assume a mothering role while she attends
school. When the maternat grandmother takes
over, the problem may be temporarily solved
but may start long-lasting friction. Many babies
of teenage mothers-are at risk and need special

\
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the center recorded more than’
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care. Support of the young mother before and
after delivery may be provided by the nurse.
The social worker may help with the plans for
returh to school, employment, or’adoption. Some
day-care facilities have special interest in car-
ing for infants of young mothers.




WHERE WE ARE NOW

Many young people have complained about the

health care system being immobilized by its
nwn bureaucratic red tape. The frustrations
of endless waiting for decisions about eligibil-
ity or a referral appointment do not encourage
teenagers to seek care within the system.
Realistically, however, staff members are af-
fected by pressures of agency work and some-
times fail to conform to a teenage patient’s
concepts of humanita‘rianibm—especially il the
teenager seems negatne Qr hostile. -

State laws governing the rights of non-eman-
cipated and emancipated minors are far from
consistent. Several States had considered modi-
fication of their discriminatory laws by the
mid-1970s. -

A *“Model Bill for Minors’ Consent to Health
Services” was published in the correspondence
section of Pediatrics in November 1973. This
short document was compiled by the Committee
on Legislation of the Society of Adolescent
Medicine, under the chairmanship of Dr.
Andrew Rigg. » )

The model bill states that parents should
participate in all health care decisions about
their minor children whenever feasible, but
no legal barrier should prevent minors from
receiving necded health care. “Minor,” “eman-
c1p'1ter1 minor,” “parent,” and “health serv-
ices” are defined. Conditions for consent finan-
cial responsibility, and the health professionals’
liability are described. &k

By 1975 there were efforts to make sure that

“all eligible older children have personal Medi-
caid cards At that time such cards were avail-
able for teenagers only in California and New
York State. —

Nationdl Organizations

Much support is available through national pro-
fessional ‘organizations interested in the ado-
lescent. The American Academy of Pediatrics
addresses health needs of children from birth
to 21 years. Committees and sections are.set
up to provide a focus for certain special areas,
including several with an adolescent focus. The
Youth Committee, the School Health Section,
and the Section on Community Pediatries are
particularly active on behalf of.the adolescent.
The Academy publishes policy statements, pre-
pared by its various committees and sections,
which provide the practicing physician a refer-
ence point for new areas of concern.

Statements issued between 1968 and 1974
covered such subjects as sexual problems in
children and youth, teenage pregnancy and the
problem of abortion, venereal disease and the-
pediatrician, counseling- related to human re-
production, and health standards for juvenile
court residential facilities. In addition, specific
guidance statements on hypertension and ste—
roid therapy were c1rculated to fellows of the
Academy.

Statements were made available during 1974-
75 on athletic activities for mentally retarded.
children, concepts of school health, tuberculin
testing, salt intake and high blood pressure,
and milk drinking for children.

The Society for Adolescent Medicine (SAM)
was chartered in April 1968, with Dr. Roswell
Gallagher as the first president/ SAM has
fostered the idea that while health professionals
are still concerned with specific diseases, broad
issues involving the physical, mental, social,

\




and educational health of their patients are as-
suming greater importance. Soc.ety member-
ship 1~ open to all professionals engaged in
hewlth service, teaching, or fesearch concerned
with the welfare of adolescents.

\ Other vreanizations <uch as the American

Medieal Assoctation. American Public, Health,

Assace atinn, American College of Obstetricians
and Gynecolngists, National As~ociation of So-
. el Woarkers, and the American Nurses” As-
~ociation, are alsn ¢oncerned about teenagers.
[hscus<ons of health care delivery and quality
of care for adolescents are receiving increas-
e prominence i journals and conference
agendas~ of the~e groups .

Tramning

Post-residency fellow <ships are offered in many
medical centers. These are usually filled by
Voung physicians who have already completed
tramning \n general practice, pediatricy, nter-
nal medicine, or psychiatry. The adolescent
medicine curriculum  usually  combines post-
eraduate training with experience In outpa-
tient chinies, impatient units, and ne'ghborhood
health centers, sometimes 1n connection with
public health, school, college, or other com-
munity organizations. In 1974-75 there were
45 fellowships ‘m adolescent medicine across
the country in 24 in<titutions. These fellow-
ship< provide an ongoing supply of phvsicians
to nitiate or replenish teaching, research, and

/s?h'lce units,of large medical centérs.

.

Research o

1 .

Federal Panel on Adolescent Research

The Interagency Panel for Research and De-
velopment on Adolescence seeks to improve co-
ordination of Federal agency planning, fund-
ing, and implementation of research and to
achieve greater comparability of research find-
ings about teenagers Membership is-drawn
from the U.S. Departments of Agriculture,
Housing and Urban Development, and Labor
and the Office of Management and Budget, as

ERIC . )
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well as 10 agencies of the Department of
Health, Education, and Welfare that ¢onduct
or support research about adolescents: The
Office of, Child Development is the coordinating
agency for the panel.

Members meet regularly to determine gaps
in research on adolescents and to suggest pri-
orities and new directions. The panel has given
considerable attention to the problems in-
volved in relating the findings of studies that
useddifferent populations and settngs to in-
vestigate the same subject. Such cross-study
analyses are difficult to make because of the

, variability in definitions, measures, and proce-
dures used by research teams:

The panel has sponsored several conferences

on comparabilhity in research, including one for
editors of research journals and another for
university staff members who are charged with
traming future research workers.

National Institute of Child Health and Human
Development ’

The Growth and Development Branch, ‘Na-
tional Institute of Child Health and Human
Dévelopment, HEW, has initiated an expanded
program to broaden knowledge of adolescent
development.
" The branch has sponsored three multidis-
cfplinary conferences—“The Control of the
Onset of Puberty,” October 1972; “The Nu-
trient Requirements of Adolescence,” June
" 1973; and “Adolescence in the Life Cycle,” em-
phasizing behavioral aspects, October 1973.

Participants included staff of the Growth
and Development Branch and foreign and do-
mestic investigators from many disciplines,
who assessed knowledge in the field. Published
proceedings of. the conferences are expected
to serve as primary reference volumes and to
.identify specific research areas for investiga-
tors of adolescent development.

From these conferences and . consultation
with experts on adolescence, thé Growth and
Development Branch has identified five areas
of major émphasis for‘ research:

t

‘1. Biological processes involved in the onset

and completion of puberty.

2. Nutrition as it contributes.to adolescent’

maturation and change; the relationship be-
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tween nutritiondl nqummm ~> and endocrine
function, improved wuys of eapressing adoles-
cent nutrient needs, especially within the con-
text of the adolescent growth spurt.

3 Intellectual developmient, ineluding cogni-
tive changes and events that take place dur-
ing adolescence. ~peech, language, and thought
processes characteristic of the adolescent: the
interaction of cogmtive processes with motn es
and attitudes

4. Adolescent sncialization, particularly the
way sfeial patterns or structures influence the
adolescent to enguge in or disengage from ap-
propriate role behavior dwring rapid transi-
tlon\

5. Fndocrme and pxychological development
, cnncmmncr the relatinnship between changing
hormonal level and psychosocial development
and behavior during adolescence.

Maternal and Child Health Research

Proposals for research projects on methods of
care to improve the health of adolescents are

accepted by th€ Health Services Improvement-

Branch, Bureau of Community Health Services,
HEW. %

The branch has funded studies of various
aspects of health service delivery, from clinic
self-assessment plans to the use of nonprofes-
sional health workers; the teendger’s selection
and use of contraceptives: the effect of teen-
age pregnancy on scheeling patterns; certain
nutritional correlations: and many other sub-
jects related to the health of children and
mothers.

Breckenridge Conference

The Breckenridge Conference on Youth,
Health, and Social Systems was held in No-
vember 1973 in Breckenridge, Colorado, under
the sponsorship of the Bureau of Community
Health Services and the National Institute of
Mental Health. This represented a significant
breakthrough in the involvement of health-
related systems as well as representative young
people. The purpose of the conference was to
examine the process needed to develop and re-
direct health services for adolescents.

For some time previously, the Federal Gov-

8 ]
45

ernment and others had Leen interested in de-
terniining the total effort needed in the field of
adolescent health care. Adolescence was rec-
ognized as an important” period of human de-
velopment in which the attendant prohlems
have recerved too little systematic attention by
health care professionals.

The rationale for the conference included the
belief that a multidisciplinary approach was
needed to identify, make recommendations, and
further implement programs for youth in
health care. To the conference planners, this
effort meant much more than providing easily
accessible treatment to all youth for specific
health problems. The conference was concerned
with providing visibility to the interrela.tion
of all social systems with special reference to_
the.r impact on health. It emphasized the in-

" volvement of vouth in solving problems that

this interrelation redefined. (43)

Teenagers af; the conference made many ref-'
erences ‘to the insensitivity of existing social
systems ‘and the impersonal quality of serv-
ices. They also pointed out that patients-—par-
ticularly teenage patients—are often treated
as anonymous numbers, which postpones or
turns off the development of a meaningful re-.
lationship with the professional.

Eight issues were discussed in depth at the
conference and the following recommendations
were made:

1.‘Health Care Delivery. Development of
sperific legislation identifying comprehensive
adolescent health care centers as a high prior-
ity approach to the health needs of adolescents.
In the meantime, development of present pro-
grams treafing adolescents along disease-spe-
cific areas into model centers for comprehen-
sive health care. An intensive look at the prob-
lems of third-party payment and adolescent
health care.

2. Legislation. Enactment of legislation to
ensure adolescents the same rights as adults.
Elimination of compulsory mental health con-
finement for minors. Serious consideration to
reclassification of ethyl aleohol as a dangerous
drug.

¥
3. Research. Development of research efforts
to explore in depth the interaction of mind and
body. Study of the value of alternative thera-
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peutic approaches. Collection and analyvsis of
epidemiological data to gjve meaning to fu-
ture planning.

4 Education of Health Professionals. Inclu-
sion of <twly of youth prfblems m undergradu-
ate and graduate health'professional training.

5~ Education of the Adolescent. Revision of
the educational system fo provide more rele-
vant curricula.

6. Alternatives to Juvenile Correctional Sys-
Yems. Development of alternatives to present
detention centers to dmu}urége recidivism.

7. Youth Involvement. Enunciation of an
Adolescgnt Bill of Rights that states every
adolescent has a right to be a participant in
decisions atfecting his own health care.

g Minority Health Needs. Identification of
the special health needs of minority vouth and
of existing facihities available to them, and
study of why these are not being used.

Dr. Dale Garell, conference director® and
former director of adolescent medicine at
Children’s Hospital of Los Angeles, said that
the conference \15 designed to serve as a
catalyst, nog.an end in itself. Almost all of the
70 particxpa;tts and staff have continued to
work on the conference goals. Three regional
working groups were established, and six na-
tional task forces were gaugurated: education
and traimng: vouth services: law and legisla-
tion; demonstration, evaluation, and research:
 minority group needs: and vouth forums.

The conference coordinator, Children’s Hos-

pital of Los Angeles, continued to serve during
the 6 months following the conference. An of-
fice was established to arrangemeetings, de-
velop a newsletter, and serve as a clearing-
house for informatio/n exchange and dialogue
between conferencfe/participants.

A second conference was held in Washing-
ton, D.C., in April 1974 to review recommenda-
tions and progress reports since Breckenridge
and implement a continuing mechanism for
dialogue and information exchange.

First International Symposium on
Adolescent Medicine 7

An international meeting, believed to be the
' first of its kind, was held in Helsinki, Finland,
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in August 1974 to present data and discuss
findings related to adolescent health.

There were representatives from 11 coun-
tries, including 30 representatives from the So-
tiety for Adolescent Medicine in the United
States. The program included presentations of,
seientific data related to ubnormal growth pat-
terns and longitudinal créss-culturahgesearch.
However, much of the agenda was devoted to
psychosocial problems, gynecological and sex
problems in *adolescence, and learning and
school problems.

Informal discussions among participants
showed that all countries in the developed
world are concerned about the adequacy and
relevance of their health services for adoles-
cents,




FUTURE DIRECTIONS

The brgad picture presented here leaves no
ground§ for complaceney about the pro‘vision
,of health care for the adolestent. The degree to
which tomorrow’s citizens are underserved to-
day is a deficiency that Bealth planners at the
national level have failed to observe. To formu-
late remedies for this situation is at best diffi-
cult. | :

- .

Services

Health services must be made more accessible,
appropriate, and accepta to ‘youth. Frag-
mentation of services' must! be avoided, how-
ever good the pieces may be in themselves.
Efforts must be made to use a central medical
home base to coordinate activities on the pa-
tient’s , behalf. The patient must be able to

identify with this home base and relate freely )

with the staff.
Service providers must accept the premise

that adolescents can best be evaluated in terms _

of their maturational agb, regardless of their
chronological age.

Prevention of disease, linked with screening
and the early ‘detection of abnormality, is the
most hopeful approach. But for prevention to
be truly effective, to-achieve absolute reduc-
tions of morbidity, “It is the popul'ation de-
nominator that must be attacked, not the nu-
merator,” according to Dr. Donald Muhich, of
Affiliated Behavioral Consultants, Los Angeles.
Those adolescents who have already been iden-
tified as having health problems appear in the
numerator of the equation, and these young-
sters will not be helped substantially by pre-
ventive measures. However, characteristics of
those who appear in thé denominator of the
equation may be influenced by prevention and

/

health education and it is this change that may
reduce th%,vsize of the high risk group in the
numerator.~

All adolescents are susceptible to all the con-
ditions mentioned earlier. Pathways of com-
munication no longer run in an organized pat-
tern, and the youth of affluent suburbia are ex-
posed to the same hazards as the ghetto teen-
agers, in spite of differences in environmental,
financial status, and parental behavior.

Different systems are still being explored for
delivery of health services. It is likely that no .
single method will evolve, but if planners fol-
low certain principles, they will extract those
elements that are pertinent and feas1b1e in a
given situation.

The effect of other social systems on tﬁe out-
come in health is receiving contmumg recog-
nition, and there are attempts to prov1de more
coordination between agencies. Health cannot

. develop in isolation from education, welfars,

the law. .

Use of the school system as the center of
health care for the child from 5 to 18 years is
open to serious question. School health pro-
grams have not had a high degree of success
in past years, in spite of their captive audi-
ence. The educational system must be included
in the total picture of adolescent health, but it
is doubtful whether it can take a major role in
meeting health nqeds. -

labor, housing, recreatlgn, social serv1ces, and

Training

»

B

It is unlikely that the manpower pool will Lever
supply a large number of health professionals
who will *specialize exclusively in adolescent

Var
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teglth. Therefore, adolescent medicine should
be mcluded sinoundergiaduate curriculs in all
medical schools, <chools o nursing, and other
professional programs, <o that all health prac-
titioner~ who meet adolescents will have the
tecessury knowledge and experience to develop

Ccomtfortable and meamngful professional rela-
tionship< with theni.

Departments of maternal and child health in
schools of public health usually offer orienta-
tion to the 1mplications of adolescence. This
would be uan ideal “time to teach the health,
leader~ nf the future about the comprehensive
approach required to prevent the<e problems of
teenagers,

Toduy. the health care of adolescents as a
special vh-risk roup i not alwayrs included
s the oy calum. Often the topie
mented mto farmily planning. venereal dixease,
drug abuse, and <o on.

Simee few voung people receive their care in
highly <pecialized nredical centers, the inserv-
ice short-term trammmg of \eeneral practition-
ers, peditricians i practice, public®health
nurse<. and others in neighborhood settings is
an excellent imvestment of time and money.
Most professinnals who have not had courses

or experience are leary of involvement with .

adolescents, Such traiming gives the health
worker ~ome orientation to adole<cent care and
supervised interviewing and clinical experience.

Just as it is desirable to have an interdis-
cipliniry health team, it 15 also advantageous
to have a clear-cut interface between the medi-
cal specialists The pediatrician may well be
the central figure in a system of consultation

that encompasses the internist, obstetrician, -

gynecologist, general practitioner, and other
specialists on the staff team working to im-
prove patient care.

!

Research '

4

Some practical problems of today’s adolescent
health care mayv be solved through research.
For instance, there is no data to show what
would he the optimal age for the first complete
pelvic evaluation of girls who are not yet sex-
ually active, Information is needed on cultural

differences in acceptance of this procedure, the
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vield of previous pathological studies of teen-
agers, and the psychological effect on girls at
different ages and at different levels of ma-
turity. _ .

The value of health education'in a teenage
family planning clinic could be determined.
Does individual counseling have a more direct
effect than that of group counseling? A con-
trolled study on this question might be very
productive. -

The effect of television viewing on school
performance, physical fitness, visual problems,
and behavioral patterns has not been fully
explored 1in the adolescent.”The inner life and
the general psychosocial development of the
teenage male is a neglected area, alt}iough a
few studies have been conducted on develop-
ment and serious complications in the adoles-
cent female.

Epidemiological surveys of the character-
istics of children 10 to 21 years of age are not
readily available.

No yardstick is available to judge ‘“normal”
behavipr of teenagers at any age or for any
activity. Thetge is a need to study comnion be-
havior patterns, against which specific prob-
lems could be ussessed. A look at more com-
mon practices around certain social issues
might help to reestablish a norm: '
_ These are only a few areas in which research
can provide answers or information about
adolescents—information that will be invalu-
abl the decisionmakers of the future in the
develo¥ment of responsive programs.

Evaluation . 4

Programs should look at what they have ac-
complished if ithey are to plan wisely for the
future. Evaluation should go beyond simple
counts of heads attending clifics and services
rendered, and demonstrate how those services
changed the health status of the people who
received them. ’
Analyses of reasons for visits to adolescent
clinics have been helpful .in planning future
staffing patterns and spacg requirements.

»
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CONCLUSIONS

Adolescents have achieved an identity as a
populativn group . showing certain common
characteristics thyt transcend the confings of
geovgraphy, economics, education, culture, and
race. The health problems of these adolescernts
are often closely related to their life style.
Existing health care delivery sy sterg-s are not
responsive tu teenagers’ needs; future plan-
ning must take into account the mores of
voung people.

There is now no umﬁed approach to the de-
velopment of health care programs for adoles-
cents, but important explorations of alternative
methods are taking place in a fragmentary way.
The challenge is to provide the necessary tech-
nology and professional expertise in an acces-
sible setting, angl then to weld these services
into programs that will become cohesive and
stable.

Analyses of data show that adolescents seek
help more often for primary and preventive
care than for serious illnesses.
particularly needed for, addictive problems,
emotional disorders, suicidal states, and condi-
tions related to sexual activity. Consideration
of the effect of adolescent behavioryon the re-
productive cycle is of the utmost importance.

The sequelae of unplanned conception and
venereal disease can be extremely serious for
the immature girl and her baby. Therefore, the
opportunity for health education, birth control,
and prénata] care should be priority goals in
any program for adolescents. The option for
abortion ‘counseling and services should be

available within the limits of the law. The pro--

vision of comprehensive services for the young

mother and her baby should be included m the

overall plan. .
Approaches to ambulatory care for adoles-

]

Services are:

cents include an age-specific program, satellite
clinics with hospital backup, 4nd the inclusion
of young people in planning services. Care
should be comprehensive and continuous, pro-
vided by a multidisciplinary staff team. Coun-
selors.need not be fully trained health profes-
sional ,sbut those who afre employed in this
capacity “$hould be able to make a relatively
long-term commitment.

The ideal approach to health care delivery for
adolescents has not yet been established, but
it must obviously do more than merely cope
with a series of episodic emetrgencies. Evalua-
tion of underground self-help methods is need-
ed, even if in the last analysis these methods
are found to be irrelevant and are discarded.
The health of teenagers automatically and im-
mediately.affects the well-being of the following
generation. Therefore, all possible effort should
be directed to improve the situation.

Financial and legal barriers should be re-
moved so that health care is available to all,
regard]ess of income or age. Social systems that
affect the adolescent should coordinate their
activities at all levels.

The family 1ife of teenagers has been a ne-
glected area of study. In developing a produc-
tive re]atlonshlp with adolescefits, pediatricians
frequently appear to exclude the parents. This
is not intentional, as separate interviews are
usually eonducted to inform interested parents
on the progress of their offspring. A pattern of

separating family members in the solution of a”

family problém may serve to reinforce the prob-
lem, however. In any case, comblete confiden-
tiality is hard to maintain under these circul%z/
stances, and the teenagers themselves;often pra-
fer an open discussion if all membérs of the
family are prepared to participate.

Carefu]]y timed family discussions with the
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pediatrician (or other prafessional) serving as
moderator give an opportunity for both sides
of the question to be considered. As the air is
cleared, direct communication can be achieved.
An analysis of the total family dynamics may
be obtained by observing members interagting
with each other. When conclusions are kept
factual and nonjudgmental, individuals may be-
come aware for the first time of what-is hap-
pening to them, and how they are responding.

The decrease of family influence and the ef-
fect of trends and pressures on the American
family were discussed by Senator Walter Mon-
dale in &n article in “News and Comments,”
published by the American Academy of Pedia-
trics in November 1974. He pointed out:

“We often take things for granted in this
country, until some crisis captures our atten-
tion. Environmental and energy concerns are

good examples of issues to which we have paid.

very little attention until recently. The health
of American families is perhaps the best ex-
ample of something we still take for granted.
The importance of families is often overlooked,
especially in the decision-making process of
government and the discussion of children’s
problems. . . . .
“Pediatricians have traditionally been con-
cerned with the social and emotional wellbeing

of.children in addition to their physical health.-

With the scientific advances of recent years
and the delegation of many tasks-to assistants,
pediatricians are able to devote increasing
amounts of time to involvement with family
problems, to counseling of adolescents and to
participation with community organizations
whose expertise may be needed to ameliorate
family problems.” (44) -

Adolescence has.been described as a period
of change and crisis. Teenagers who are passing

.throhgh this phase of growth and development

may' be highly receptive to guidance and inter-
vention. Health professionals should focus on
this basic availability of their clientele and re-

spond to the desire for help, however masked )

it may be. In this way, the future may be
changed from an era of adolescent medicine to
one of adoleScent health.
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